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Sur vear, the autopsy report of a case 
The New England | gical Society ‘of pancreatic necrosis in which a small stone 
* was found blocking the papilla of Vater in 
ACUTE FARCSRATIESS. such a way that it converted the biliary and 
By Danie... Fiske Jones, M.D., F.A.C.S., Boston. pancreatic systems into one. This supposedly 
“Acute Pancreatiris,” the title of this caused a backing up of bile into the pancreatic 
paper, is a term which will probably always be duct and so caused the pancreatic necrosis. 
used, but I shall try to show, farther along in, There have been several such cases reported 
the paper, that it is not specifie enough and Since. 
that the two terms—acute pancreatic necrosis, Broeq*®, in 1914, demonstrated experiment- 
or acute hemorrhagic necrosis of the pancreas, ally that normal bile would cause acute hemor- 
and aeute interstitial pancreatitis—will describe rhagie necrosis of the pancreas only during the 
more aceurately the exact condition we are period of active digestion. 
talking about. While the production of experimental pan- 
So much work has been done on experimental creatiec necrosis was quite easy, the substances 
pancreatitis, one feels that it should be quite injected into the pancreatic duct were all in- 
well understood by this time; but, unfortu- jected under unknown pressures. 


we as far from a solution rehibald’, appreciating that gallstones were 
e problem as eve not always present to block the outflow of bile 

In 1856, Claude Bernard first produced pan- jy the cases of necrosis, started investigations 
creatie necrosis, experimentally, by the injec- anq found a sphincter muscle at the duodenal 
‘ion of bile and sweet oil into the pancreatic papilla, and later found that this sphincter had 
‘inet. Sinee then, Opie’, Flexner’, Hlava*, heen described by an Italian physiologist, 
‘uleke*, and Broeq’, and many others, have yjamed Oddi. He then determined to inject 
produced pancreatic necrosis by the injection y.rjons substances under a pressure which 
©’ various substances into the duct, or gland, ¢),, sphincter of Oddi would resist, that 
itself. The more important of these substances ; is, a pressure of from 400 to 700 mm. of water. 
are: gastrie and duodenal contents, weak acids |, fected .ox bile, injected under a pressure of 
— —— ad acids, normal bile, bile salts, 599 mm, of water, produced extensive haemor- 
and infee ile rhagie necrosis. Sterilized human bile pro- 

In 1901, Opie* injected bile into the pancre- duced slight necrosis of the parenchymal cells. 
atie duet and produced necrosis. The same detected only by the microscope. Sterilized 
g, Read | before the New England Surgical Society, at Worcester, | human bile, deprived of its mucin, produced a 
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much more extensive necrosis. These experi- 
ments demonstrated that a pressure consider- 
ably greater than that at which bile would be 
excreted, that is, 350 mm. of water, was neces. 
sary to produce an effect upon the pancreas. 
No physiological means of increasing the pres- 
sure in the biliary system was found. 

Judd and Mann* took up these experiments 
at this point and demonstrated that even 
though the gall-bladder is a muscular organ, 
contraction of it will not increase the pressure 
in the biliary system more than 50 mm. of 
bile. They also demonstrated that by causing 
the violent muscular effort of retching, the 
pressure in the biliary system could be in- 
creased to 500 and 1000 mm. of bile. They 
then injected normal bile from the animal op- 
erated upon into the biliary system at pressures 
of 500 and 1000 mm. of bile. The effect was so 
slight under both pressures that they consid- 
ered that bile injected into the pancreatic duct 
under physiological conditions, had no effect 
upon the pancreas. 

In the light of Archibald’s and Broeq’s ex- 
periments, there are several points to be con- 
sidered in these statements of Judd and Mann. 
Archibald stated that normal sterile bile pro- 
duced no macroscopic changes, but that micro- 
scopically there was some necrosis when intro- 
duced under the conditions used by Judd and 
Mann. Judd and Mann did not give us the 
microscopical findings. 

Broeq® states that normal bile injected into 
the panereatie duct would produce haemor- 
rhagie necrosis only if injected during the 
process of digestion. Archibald also demon- 
strated that changed bile, that is, either in- 
fected bile or bile deprived of its mucin, or bile 
rich in salts, would produce much more exten- 
sive necrosis than normal sterile bile. 

If we now combine the experiments of Archi- 
bald, Broeq, and Judd and Mann, we have all 
the steps necessary to produce pancreatic ne- 
erosis under physiological conditions. That is, 
Archibald has denonstrated that the sphincter 
of Oddi will resist a pressure of from 400 to 
600 mm. of water, and that infected bile, or 
bile with little mucin or an increased propor- 
tion of bile salts, introduced into the pancre- 
atic duct under that pressure, will cause pan- 
ereatic necrosis. It is fair to assume that in 
eases of pancreatic necrosis we have an in- 
fected or changed bile. Even if we do not 
have an infected or changed bile, Broeq has 
demonstrated that normal bile introduced into 
the pancreatic duct during active digestion, 
will produce necrosis. Many eases of pancre- 
atie necrosis in humans oceur soon after a 
hearty meal. Judd and Mann furnish the one 
missing link by demonstrating that the pres- 
sure in the biliary system can be increased to 
1000 mm. of bile by violent muscular effort, 
such as retching. 


— 


Besides these experiments we have four au- 
topsy reports by Opie’ which deserve much 
more serious consideration than has been given 
to them, for there are few autopsy reports that 
have gone into details as to the relation of the 
necrosis of the pancreas to the ducts, and the 
anatomical relation of the ducts to each other. 
These four autopsies which gave us these de. 
tails must therefore be considered carefully. 


The first is the autopsy report of a case of . 


Eliot. A patient, after long-continued vomit- 
ing, had a severe attack of epigastric pain, and 
died in three days. At autopsy, an acute haem- 
orrhagie necrosis of the pancreas was found. 
The duct of Wirsung was very small and the 
duct of Santorini, with a normal opening into 
the duodenum, was the main duct of the organ. 
The necrosis was localized almost entirely about 
this duct. 

The second case, that of Bassett, was an 
acute haemorrhagic necrosis which was local- 
ized about the duct of Santorini, which drained 
only a small part of the head of the gland, and 
was patent throughout its course into the 
duodenum. 


Two other cases—those of Johnston—were 


acute haemorrhagic necrosis in which the duct 


of Santorini was the main duct of the organ, ~ 


with a normal opening into the duodenum. 

There are several facts to be considered in 
connection with these cases. Broeq, and others, 
have shown experimentally that duodenal con- 
tents injected into the pancreatic duct will 
produce hemorrhagic necrosis. In all four 
of these cases, the main duct of the pan- 
creas, or the one about which the necros's was 
localized, was the duct of Santorini. In two, 
the necrosis was definitely limited to the area 
drained by the duct of Santorini, in one a 
very small area, and in the other a large part 
of the gland. 

It would seem from the consideration of 
these reports that we must consider not only 
retrojection of changed bile and normal bile 
during the process of digestion, into the pan- 
ereatic duct, but also retrojection of duodenal 
contents into the duct of Santorini, as causes 
of acute pancreatic necrosis. 

Judd and Mann reject Archibald’s theory as 
to the cause of pancreatitis, partly because of 
the slight effect of normal bile on the pan- 
creas, as stated above, and partly because 
the proper anatomical relation of the ducts 
occurs so seldom. That is, the anatom- 
eal arrangement of the duct of Wirsung 
and common duct must be such that 4 
spasm of the sph'ncter of Oddi or a smail 
stone at the papilla can close the common 
duct without closing the duct of Wirsung 
at the same time. Observations made on 170 
autopsies, demonstrated this to be possible in 
only nine out of two hundred individuals. 
Opie’ examined one hundred cases at autopsy, 
and found that the arrangement of the ducts 
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was such that it could occur in thirty out of 
one hundred. Deaver and Sweet® also use this 
as an argument against Archibald’s theory; 
but if we consider the number of cases of pan- 
creatitis of whatever variety, we would quite 
certainly not have more than nine cases in each 
two hundred individuals. If we -accept the 
clinieal evidence as given us in Opie’s four au- 
topsy reports, that retrojection of the du- 
odenal contents may cause pancreatic necrosis, 
the anatomical arrangement of the ducts would 
be such as to permit the occurrence in ten out 
of each hundred individuals (Opie); that is, 
the duet of Santorini is the main duct in that 
proportion of individuals. It would seem, 
therefore, that we have sufficient experimental 
and clinical proof, and the proper anatomical 
relation of the ducts in a sufficient number of 
individuals, to warrant us in saying that the 
retrojection of bile or duodenal contents into 
the pancreatic ducts may cause pancreatic 
necrosis, 

Deaver and Sweet, and Judd and Mann have 
accepted Maugeret’s theory that pancreatitis is 
caused by an infection of the pancreas from 
the gall-bladder, through the lymphatics of the 
gall-bladder to the lymph-nodes of the cystic 
duct, thence by periductal lymphatics through 
the glands. along the common duct to the 
glands at the head and margin of the pancreas, 
thence by regional lymphatic distribution in 
the head of the pancreas. 

Archibald is opposed to this theory on the 
ground that it is difficult for an infection to; 
pass from the gall-bladder to the pancres 
against the lymphatie eurrent and through so 
many sets of glands. 

(iraham’®, and others, have. however, seemed 
to prove that it is quite possible for infection 
to pass in this way. One objection which we 
have to this theory is that there is no experi- 
mental proof that an acute haemorrhagie n>- 
erosis ean be eaused by infection throuch the 
lvmphaties. Graham shows bacteria in the in- 
terstitial tissue of the pancreas, but says noth- 
ing about pancreatic necrosis. 

lt is very unsatisfactory to leave the solu- 
tion of the problem of the eticlogy of acute 
nenereatitis here, but it seems impossible to go 
farther unless we are willing to concede that 
acute panereatie necrosis, and pancreatitis so 
often found in association with infections of the 
biliary system, are two distinct diseases with 
diferent causes. 

_ 1 is diffieult to diseuss a subject when so 
lite is known about the pathologic findings, 
as we know about those of pancreatitis associ- 
ai with infections of the biliary system. In 
fa, some pathologists go so far as to say there 
Is 10 such condition as the chronic pancreatitis 
which surgeons find so often associated with 
galistones. So far as we can learn, the pan- 


creatitis associated with infections of the bili- 


ary system is an inflammatory change in the 
interstitial tissue of the gland, and is so spoken 
of by Opie. Graham has also shown bacteria 
in the interstitial tissue of the gland in cer- 
tain eases of experimental cholecystitis. On 
the other hand, the condition found in the pan- 
creas in acute pancreatic necrosis, is primarily 
a necrosis of the parenchymal cells, and in cer- 
tain cases at least, the necrosis is localized 
along the pancreatic duct involved, as demon- 
strated by Opie. 

Is it not possible, therefore, that we are 
dealing with two distinct diseases due to dif- 
ferent causes? 

It is impossible to read the articles of Deaver, 
and others, who accept Maugeret’s™ theory as 
to the cause of pancreatitis, and those of Archi- 
bald, and others, who believe in his theory, 
without feeling that they are discussing two 
different diseases. 

Archibald, and others, produce pancreatic 
necrosis experimentally almost at will, by the 
injection of bile and duodenal contents into the 
pancreatic ducts under physiological condi- 
tions, while those who consider that pancreati- 
tis is due to an infection, report no experimen- 
tal cases of acute haemorrhagic necrosis due to 
lymphatie infection. Graham shows bacteria 
in the interstitial tissue of the pancreas, yet 
Says nothing of pancreatic necrosis. Deaver 
and Sweet® state that pancreatitis is a lym- 
phatie infection of the gland, and Graham’ 
shows the bacteria present in the interstitial 
tissue, but no bacteria are found by smear or 
culture in the eases of pancreatic necrosis. 
Deaver® states that in pancreatitis the gall- 
bladder or ducts show an infection in 91 per 
cent., while in pancreatic necrosis it would be 
difficult to state with accuracy that they were 
infeeted in 50 per cent. of the cases. 

If panereatie necrosis is due to the same 
cause as the pancreatitis found in conjunction 
with cholecystitis, is it not rather extraordi- 
nary that so few cases of pancreatic necrosis oc- 
eur? Pancreatitis has been found to be pres- 
ent in from 23.8 per cent. to 50 per cent. of the 
eases of cholelithiasis. Among such a large 
number, should we not expect more cases of 
pancreatic necrosis? We have been able to find 
but 42 eases in the records of the Massachu- 
setts General Hospital, and gallstones were 
present in but 50 per cent. of those. 

In pancreatitis of the interstitial type, the 
tendeney is to recover, no matter what opera- 
tion is done, while in pancreatic necrosis, death 
occurs in at least 70 per cent. of the cases. 

To sum up the preceding it is my belief that 
the pancreatitis associated with infections of 
the biliary tract is an inflammation of the in- 
terstitial tissue due to an infection, frequently 
through the lymphatics of the biliary systems; 
that acute pancreatic necrosis is a necrosis of 
the parenchymal cells due to a retrojection of 
bile into the duct of Wirsung or to a retro- 
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jection of duodenal contents into the duct of 
Santorini. 

The interstitial pancreatitis may be acute or 
chronic, while the cases of pancreatic necrosis 
are always acute. There are undoubtable cases 
of recurrent pancreatic necrosis in which only 
a small area of the gland is involved. This is 
an aseptic necrosis and is absorbed, leaving lit- 
tle or no evidence of it later. This has been 
demonstrated experimentally by Whipple’’. 

It is also interesting to note that in 43 cases 
of acute pancreatic necrosis, 22 occurred in pa- 
tients without gallstones, and of these, 17 had 
had one or more previous attacks of epigastric 
pain. 

In considering the cases of pancreatic necro- 
sis in this report I have included only those 
eases which showed definite macroscopic evi- 
dence of pancreatic involvement; the great ma- 
jority of these were cases of acute hemorrhagic 


necrosis of the pancreas. Acute abscess of the 


pancreas has been included because it is impossi- 
ble to separate them from hemorrhagic necrosis 
which has broken down. The total number of 
eases is 56, 42 of which were found in the Mas- 
sachusetts General Hospital records, while 14 
were private cases. 

As to symptomatology, there is nothing un- 
usual. The pain is a sudden, severe epigastric 
pain. The patient at once goes into shock of 
greater or less severity, depending upon the 
extent of the lesion. 

The pain, after the first severe attack, be- 
comes a great distress, not only in the epigas- 
trium but frequently in the back. Patients 
will frequently say the pain is not severe, but 
the distress is almost unbearable. They move 
about in bed and impress one as being in great 
distress. The pulse is rapid, ranging from 100 
to 160, often too rapid and small to count. The 
temperature, subnormal during the first few 
hours, gradually rises to 100°, rarely more. 
The patient is cyanotic, varying with the sever- 
ity of the condition. Nausea and vomiting are 
usually persistent. There is leucocytosis, vary- 
ing between normal and 15,000. 

The abdomen contains bloody fluid and is verv 
slightly tender all over, with definite tender- 
ness over the pancreas, starting in the region 
of the gall-bladder and extending across the 
abdomen a varying distance, depending upon 
the extent of the involvement of the pancreas. 
This tenderness is always present in the first 
few days if carefully looked for, but may not 
be so evident after the acute stage passes. The 
careful localization of this tenderness is fre- 
quently the only means of making a differen- 
tial diagnosis between an acute cholecystitis 
and a pancreatitis. Two cases have recently 


been reported by a surgeon, who stated that 
there was no abdominal tenderness in either 
ease. If this were true after a painstaking ex- 
amination of the whole abdomen, it would be 
very unusual. 


Another important physical sign, when pres. 
ent, is tenderness at the left costovertebral »»- 
gle, due to involvement of the tail of the pan. 
creas. Obstipation is a symptom which is 4|- 
ways present early, and associated with tie 
pain and nausea, as it usually is, makes the (i- 
agnosis of intestirial obstruction a frequent 
one. In fact, among forty-two cases, a caecis- 
tomy was done once and an ileostomy twice. 
The various tests, such as Cammidge’s, have 
proved of little value. 

We must, I feel sure, be much more thor- 
ough in our examinations of the pancreas at 
operation than formerly, for short, sharp at- 
tacks of epigastric pain may be due to the pan- 
ereas and yet produce very slight evidence in 
the gland. It is, I believe, quite possible to 
have small areas of parenchymal necrosis which 
disappear, leaving practically no trace, as 
stated by Whipple. 

Nicoll'*, of London, has removed sections of 
the gland in a number of cases of this kind, 
and has found evidence of necrosis under the 
microscope which was not visible to the naked 
eye. Removal of a section of the pancreas in 
many of these cases would be of great value, 
but the danger of pancreatic leakage has de- 
terred us from removing the sections. Nicoll, 
however, reports no bad results. 

As to treatment, we must be guided by what 
we believe to be the etiology of the type of dis- 
ease we have to treat. If we accept Maugeret’s 
theory we must remove the gall-bladder, the 


‘source of the infection. If we accept Graham’s 


experiments, which demonstrate the infection 
of the gall-bladder from a hepatitis through 
the lymphatics, we must, I think, admit the 
lymphatics of the hepatic and common ducts 
may become infected from the liver, and the 
pancreas infected through them. If this is a 
fact, removal of the gall-bladder would be of 
little value. However, removal of the gall- 
bladder is the only rational treatment un- 
der the circumstances, as we ean do no 
more. If we accept Archibald’s theory that 
acute pancreatitis is due to  retrojection 
of bile into the pancreatic duct because 
of obstruction at the papilla of Vater either 
by a spasm or a stone, something must be done 
to relieve the pressure in the ducts, that is, a 
choleeystostomy or a choledochostomy, is the 
rational operation. Archibald suggests (rain- 
age from three weeks to several mont!)s, or 
section of the sphincter of Oddi at t!: pa- 
pilla, which at once reduces the possible pres- 
sure in the ducts to 60 or 70 mm. of ‘ater. 
Drainage of the biliary system for three »eeks 
appears to be rational, as it gives the pa reas 
an opportunity to return to normal an: per- 
mits any temporary condition which may ave 
caused a spasm of the sphincter of Oddi ‘© sub- 
side, but it is difficult to see what adv tage 
longer drainage can be. It is not like’. that 
drainage for a longer time can make a »crma- 
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-ent change in any condition which has caused 
‘ne spasm of the sphincter of Oddi. If there is 
_yperacidity which has caused the spasm, the 
only rational treatment is section of the 
sphineter, suggested by Archibald, and treat- 
ment of the hyperacidity. But we are dis- 
cussing the treatment of acute pancreati- 
‘is, and in the cases of acute hemorrhagic 
neerosis of the pancreas, the condition of the 
patient does not often permit any prolonged 
operative procedure. In such cases, the sim- 
plest method of drainage of the biliary system 
should be carried out, that is, cholecystostomy. 

Archibald advises against any drainage of 
the capsule of the pancreas. He says that the 
shock associated with the disease is due to the 
products of digestion, and drainage would be 
of no value. We are opposed to this theory 
on the ground that many of these patients im- 
prove at once after drainage of the fatty cap- 
sule of the pancreas, or of the pancreas itself. 

If we believe that retrojection of duodenal 
contents into the duct of Santorini may cause 
pancreatitis we have no method of drainage of 
the duct that will be effective; we must, there- 
fore, depend upon drainage of the fatty cap- 
sule of the pancreas, or the pancreas itself. 

Pierre Delbet** suggests section of the com- 
mon duct and a union of the gall-bladder with 
the small intestine. This would obviate any 
possibility of retrojection of bile into the pan- 
ereatic duct, but it is a procedure which very 
few of the cases of acute pancreatic necrosis 
could withstand. 

The results of the various methods employed 
in 56 eases of acute pancreatic necrosis, col- 
lected from the records of the Massachusetts 
General Hospital and my own records, are as 
follows: 


Total number of 56 


Total mortality 60.7% 
Mortality of pancreatic necrosis without the 


OPERATION, TOTAL NO. SEVERE. MILD. DEATHS, MORTALITY. 
No Operation ....... 6 6 6 100% 
No Drainage or Drain- 
age of Abd. Cavity 14 10 4 
‘rainage of Pancreas 
including Abscesses 29 2 4 8 28% 
rainage of Pancreas 
without Abscess ... 20 18 2 55% 
2 
1 


cases of a 


12 86% 


rainage of Abscess 


Beers 9 7 0 00% 
‘rainage of Biliary 

3 2 2 
‘vainage of Biliary 

System and Pancreas 3 2 1 3 100% 


There are six cases in which the biliary sys- 
m was drained; in three the fatty capsule of 
ihe pancreas was also drained. The mortality 
°* the group was 83 per cent. There were 20 
ases of acute haemorrhagic necrosis of the 
»<nereas in which the pancreas or fatty cap- 
‘ule of the pancreas was drained without any 


— procedure, and the mortality was 55 per 
cent. 

While this group of cases is small it seems 
to give some indication as to what should be 
done, and indicates that drainage of the fatty 
capsule of the pancreas, or the pancreas, gives 
better results than any other procedure. Drain- 
age of the gall-bladder or, better still, the com- 
mon duct if the condition of the patient will 
permit, may be and, at least theoretically, 
would be a valuable addition to drainage of the 
fatty capsule of the pancreas, or pancreas itself. 

Archibald advises waiting on these patients 
until they have recovered from the shock, as 
he feels it is due to the absorption of split pro- 
teins, and operation will do no good. While 
this may be correct, theoretically, we are con- 
vineed, after operating upon a number of these 
cases, that operation the moment the patient’s 
condition will permit, with novocain and gas 
oxygen anesthesia, will give far better results 
than waiting. The ideal operation would be 
drainage of the common duct, drainage of the 
fatty capsule of the pancreas, and pancreas it- 
self. If the common duct cannot be drained 
easily, a cholecystostomy should be done in- 
stead, and if only little can be done, drainage 
of the fatty capsule of the pancreas alone 
should be done. 


CONCLUSIONS. 


1. Experimental and clinical findings lead 
us to believe that there are probably two types 
of acute pancreatitis, with quite different 
etiology. 

a. Interstitial pancreatitis due to infec- 
tion of the interstitial tissue, the infection 
coming frequently from the biliary system. 

b. Pancreatic necrosis, a necrosis of the 
parenchymal cells, due to retrojection of 
bile into the duct of Wirsung or duodenal 
contents into the duct of Santorini. 

2. The treatment of the interstitial type, due 
to infection from a cholecystitis, is chole- 
cystectomy. 

3. The treatment of pancreatic necrosis is 
drainage of the fatty capsule of the pancreas, 
and the pancreas itself. In addition, if the 
condition of the patient will permit, either the 
sphincter of Oddi may be a choledochos- 
tomy or cholecystostomy done, depending upon 
the condition of the patient and the condition 
of the gall-bladder and ducts found at 
operation. 
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Original Articles. 


THE INDICATIONS FOR OPERATION IN 
THE TREATMENT OF INJURIES IN- 
VOLVING THE BRAIN. 


By Donatp Munro, M.D., Boston, 
Assistant Out-Patient Surgeon, Boston City Hospital. 


THE indications for operation in the treat- 
ment of injuries involving the brain are three: 

First, a compounded fracture of the skull with 
injury to the brain. 

Second, a depressed fracture of the skull in- 
volving either both tables or the inner table 
alone. 

Third, and most important of all, an increase 
in the intracranial pressure. 

F xeclusive of the more or less specialized forms 
of fracture of the skull—the compound and the 
depressed varieties, I do not consider fracture 
per se an indication for operative interference. 

Not infrequently the first thought and all of 
the attention of a physician who sees a patient 
who has received an injury to his head is de- 
voted to determining whether or not there is 

resent a fracture of the bony covering of the 

rain. 

I wish to show that this is, except in the case 
of a compound or depressed fracture, a mistake 
that may cost the patient his life, or at least 
decrease his chances of recovery, and further- 
more, that having obtained this information, the 
physician is no better off from the point of view 
of locating the injury than if he had made no 
effort in this direction at all. 

Patients who have received an injury to the 
brain do not develop symptoms and do not die 
from the fracture which may or may not be 
present in the bones of the head. They do de- 
velop symptoms, and they do die as a result of 
the increase in the intracranial pressure which 
accompanies the fracture, or which not infre- 
quently is present in the absence of any frac- 
ture. 


COMPOUND FRACTURE. 


The indications for operation in compounded 
fracture of the skull are clear. Just as in a com- 
pounded fracture of any other bone we have at 
the very least a potentially infected wound, and 


steps must be taken to prevent this infection 
from spreading to surrounding clean tissues — 
in this case, of course, primarily the brain and 
meninges. Briefly, this may be best accom- 
plished in the majority of cases by the process 
known as debridement, developed and used in 
the medical services of the allied armies during 
the war. 
DEPRESSED FRACTURE. 


In a depressed fracture of the skull it is im- 
portant to remember that there may be a de- 
pression of the inner table of the skull alone, 
without a break in the contour of the outer table, 
Consequently, it is at once apparent that in 
these cases the X-ray examination of the skull 
becomes of greatest importance. I believe that 
more information may be obtained with less 
effort if stereoscopic plates in both anterior- 
posterior, and lateral directions are taken at 
once if possible. Of course, many times, with 
excited or restless patients this is impossible, 
but I believe that this should be the aim of the 
roentgenologist. These depressions should be 
either raised or, if that is impossible, removed. 

This, then, briefly, covers the cases of injury 
to the skull and its contents in which the frac- 
ture in itself has any bearing on the operative 
treatment of the case. 


INCREASED INTRACRANIAL PRESSURE. 


Increased intracranial pressure as an indica- 
tion for operation in the treatment of injuries 
of the brain is of paramount importance. The 
determination of its presence or absence should 
be the first information to be ascertained in any 
such case. Neglect of this all important informa- 
tion in the diagnosis, and a cloudy or mistaken 
conception of its relation to the future treat- 
ment and the present condition of these cases, 
I believe to be the one great factor that as late 
as 1916 kept the death rate in this class of case 
as high as 50 per cent.' 

To appreciate the importance of a pathological 
inerease in intracranial pressure, it is necessary 
to have a knowledge of some of the more im- 
portant points of the anatomy and physiology of 
the cerebrospinal fluid, its origin, distribution, 
and ultimate destination. 


PRODUCTION AND DISTRIBUTION OF THE CEREBRO- 
SPINAL FLUID. 


Magendie,? whose extensive researches in this 
subject were published between 1825 and 1842, 
was the first to appreciate the great physiolozical 
importance of this fluid. Through his investiga- 
tions it was shown that not only are the ventri- 
cles and subarachnoid space normally filled with 
fluid, but that the fluid passes freely from one 
to the other of these divisions. Since that time 
many workers have added to our information m 
this field through chemical, intra-vitam staining, 
and experimental methods culminating finally 
in a series of experiments conducted recen‘ly by 
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}andy® at Johns Hopkins, and published in 1919 
and previous years. It is not necessary to repeat 
here a detailed description of this work, but 
certain points should be emphasized. The cere- 
brospinal fluid is secreted by the choroid plexus 
practically in its entirety.” * This plexus lies in 
the two lateral, the third and the fourth ventri-| 
eles. From the lateral ventricles the fluid passes’ 
by way of the foramina of Monro into the third 
ventricle and receives its quota from the choroid 
plexus there. The fluid then passes through the. 
aequeduct of Sylvius into the fourth ventricle | 


and receives its quota from this portion of the | blood 


plexus. From the fourth ventricle the fluid 
passes by way of the foramina of Magendie and 
Luschka to the cisterna magna, which in turn 
communicates with the entire cerebral and spinal 
subarachnoid space. Approximately one-half 
of the total quantity of cerebrospinal fluid is 
contained within the spinal subarachnoid space. 
The ventricles contain from 20 to 30 c.c.* 


ABSORPTION OF THE CEREBROSPINAL FLUID. 


This then is the method of production and dis- 
tribution of the cerebrospinal fluid. We must 
now consider its absorption. In connection with 
this it is well to recall that the subarachnoid 
space lies beneath the arachnoid and above the 
pia, that this space closely invests every part of 
the central nervous system, and, owing to its re- 
lation to the pia, comes into intimate contact 
with the surface capillaries and many of the 
larger vessels of the entire brain and cord. From 
this great space the cerebrospinal fluid passes 
into the venous cireulation either by way of a 
filtration process via the arachnoidal villi, or 
by diffusion into the capillaries of the subarach- 
noid space. The investigations of Key and Ret- 
zius, Renier and Schnitzler, Sicard and Cestan, 
Frazier and. Peet, Mott, Dandy, and Blackfan, 
and others have definitely shown that the cere- 
brospinal fluid reaches the venous circulation, 
and that the lymphatic absorption, if any, is so 
slow and of such a small amount that it can 
be disregarded.* The only point in question at 
this time is just what the channels are that the 
fluid passes through after leaving the subarach- 
noid space, and before reaching the venous cir- 
culation. 

In brief then it can be said that the cerebro- 
spinal fluid is secreted by the choroid plexus in 
the ventricles; passes from them by way of the 
foramina of Magendie and Luschka into the 
cisterna magna and thence is distributed over 
the entire surface of the central nervous sys- 
tem within the subarachnoid space, and in inti- 
mate relation with the pial vessels whence it is 
absorbed into the venous circulation. 


INTRACRANIAL PRESSURE. 
Normally the secretion of the cerebrospinal 
fluid is constant.* Necessarily, therefore, the ab- 
sorption must also be constant. As a coro to 


these two facts the secretion must be carried on 


at a sufficient rate to maintain pressure enough 
to promote absorption. This secretory pressure 
depends on two variable factors—first, the rate 
of secretion, and second, the raté of absorption. 
With a variation in either the rate of secretion 
or the rate of absorption, there will be a direct 
and resultant variation in the pressure. Nor- 
mally this pressure, to which we can now give 
the name of intracranial pressure, varies with and 
is equal to the pressure in the venous sinuses." 
It depends upon the amount of cerebro- 
spinal fluid present, and also upon the systemic 
pressure and respiration.’ Interference 
with the arterial circulation of the brain causes 
only a transitory lowering of the intracranial 
pressure, at once followed by a return to normal 
as would be expected. Qn the other hand, equal- 
ly as would be expected, interference with the 
venous circulation, by impeding the absorption 
of the cerebrospinal fluid causes an immediate 
and more or less constant increase in the intra- 
cranial pressure. In view of the distribution 
of the cerebrospinal fluid it is apparent that any 
increase of intracranial pressure will have an 
effect upon the entire central nervous system, 
and more especially upon the cerebrum and me- 
dulla. That this must be so is clear when we 
recall that not only is this pressure exerted upon 
the more superficial aspect of the cerebrum and 
medulla through the subarachnoid space and cis- 
terna magna, but also is exerted in a similar man- 
ner and to an equal extent upon the innermost 
surfaces of the cerebrum and medulla by way of 
the ventricles. The cerebrum and medulla, 
therefore, may be said to be subjected to a pro- 
cess of squeezing whenever the intracranial pres- 
sure is raised. The amount of squeezing and 
consequently the amount of damage to the deli- 
cate nervous tissue of the brain depends upon 
the amount of the increase in the int 
pressure. 

Here, then, is a possible source of injury to 
the brain and medulla the extent of which de- 
pends only upon the height to which the intra- 
cranial pressure rises. That this may cause the 
death of the individual subjected to this rise is 
obvious, especially when we take into considera- 
tion the fact that regulatory centres, upon the 
normal functioning of which the continuance of 
life depends, are located in the medulla. Furth- 
ermore, it is evident that any lesion which inter- 
feres with the normal cerebral venous circula- 
tion will give rise to this increase of pressure. 
Enumeration of the possible lesions that may 
eause this shows on the one hand how unimpor- 
tant a relation a linear fracture of the bony 
coverings of the brain bears to this serious con- 
dition, and on the other hand how important and 
what a direct effect upon life such conditions” 
as asphyxia, reflex disturbances of vasomotor 
control leading to acute congestion and oedema 
of the meninges, effusion of blood into the ventri- 
cles or between the meninges, or in the substance 
of the cord or brain, contusion and laceration of 
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the brain by contra-coup or direct violence, hem- 
orrhage into the subarachnoid space, and other 
similar conditions may have. Treatment must 
be directed toward relieving this pressure. This 
may be done in one of two ways: first, by with- 
drawing some of the cerebrospinal fluid, and 
second, by allowing the brain more room to ex- 
pand, or in other words by a decompressive op- 
eration upon the skull. 


MEASUREMENT OF CEREBROSPINAL PRESSURE. | 


The ability to diagnose correctly this impor- 
tant and dangerous condition depends upon our 
ability to measure, first, the normal cerebrospinal 
pressure, and second, an increase in cerebro- 
spinal pressure. 

The normal cerebrospinal pressure has now 
been measured many times, and a variety of 
manometers have been devised for this purpose. 
The pressures recorded in the case reports below 
were measured by the mereury manometer de- 
vised by L. H. Landon while at Frazier’s clinie 
in Philadelphia. Briefly, it consists of a U tube 
containing mereury, against one arm of which is 
set a millimeter seale for convenience in measur- 
ing the rise of the mercury columns. With the 


adult patient lying quietly on his left side with 


Of all of these concomitant signs of pressure 
that of the eye grounds is the most constant and 
by far the most valuable. A small rise of pres- 
sure above the normal may dilate the veins of 
the retina, and cloud the nasal margin of the 
dise. A further rise will produce the classical 
choking of the 


PULSE, BLOOD PRESSURE, ETC. 


The changes in pulse, blood pressure, respira- 
tion and temperature, are themselves due to the 
rise in intracranial pressure, and indicate noth- 
ing more than suecessive stages in the increase in 
this pressure.** They are not directly con- 
nected with the injury and have no bearing up- 
on the diagnosis, treatment, or prognosis of the 
case other than that indicating further pressure. 

Given a case which has been struck sufficiently 
hard upon the head to produce symptoms, the 
least severe injury to the contents of the skull 
that could occur would be an irritation of the 
meninges. Injuries of greater magnitude would 
of course, include laceration and contusion of 
the brain of varying extent, and massive intra- 
or extra-dural hemorrhages. In connection with 


the entire spinal column horizontal and the top this,’* Kolmer, writing in Frazier’s “Surgery of 
of the columns of mereury on a level with the| the Spine and Spinal Cord,’’ states that ‘‘as the 


needle, which is inserted as for an ordinary 
lumbar puncture, the normal pressure varies be- 


tween 6 and 10 mm., and in the large majority 


of cases is in the immediate neighborhood of 8 


result of acute inflammatory changes in the 
meninges, with great increase in the volume of 
fluid, this regulating mechanism (controlling the 
intracranial pressure and volume) is disturbed.’’ 


mm." *° New-born babies tend to have a some-| In other words, more cerebrospinal fluid is se- 
what lower reading than adults, but otherwise creted than is absorbed, and as a result the 


show no great variation, Any reading above 10 
mm. Hg. is abnormal and is evidence of an in- 
crease in intracranial pressure, 


OTHER SIGNS OF INCREASED CEREBROSPINAL FLUID 
PRESSURE. 


Cases which are suffering from an injury to 
the brain, and in whom can now be demonstrated, 
by means of the spinal manometer, a definite rise 
in intracranial tension or pressure, also show 
certain more or less constant changes in the eye 
grounds, -blood pressure, pulse rate and volume, 
temperature, respiratory rate, and reflex activi- 
ties. These changes were previously considered 
to be indications which controlled absolutely the 
treatment of the case at any given time. They 
are still considered so in many clinies, and by 
some neurological surgeons are considered of 
more importance than the measurement by man- 
ometer of the intracranial pressure. I believe 
this to be a mistake, and within the last two 
months have seen one case with a rising pulse, 
normal blood pressure, and essentially normal 
reflexes, who showed at lumbar puncture a pres- 
sure of 30 mm. Hg., and at operation a large 
middle meningeal clot, and have known of an- 
other case in which a demonstrated pressure of 
40 mm. Hg. was ignored and autopsy revealed 
a large subdural hemorrhage. 


intracranial pressure rises. With an extensive 
injury to the brain surface itself, or with a large 
intra or extra-dural hemorrhage, we have also in 
addition to the meningeal irritation an actual 
blocking of a certain portion of the subarachnoid 
space. That is, a blocking of a part of the ab- 
sorptive area. As a result of this we have an 
actual excess of cerebrospinal fluid. The brain 
being non-compressible and this fluid having no 
place to go stays within the residual subarach- 
noid space under a greater pressure. This pres- 
sure in its turn causes a more or less local cere- 
bral anemia and resulting cerebral venous stasis. 
This condition is spoken of by Sharpe’ as 
the First Stage of Compression, The symptoms 
are headache, drowsiness, stupor, or possibly 
marked excitement. The retinal veins may be en- 
gorged. The manometric cerebrospinal fluid 
pressure is from 12 to 14 mm, Hg. Repeated 
lumbar puncture with withdrawal of sufficient 
cerebrospinal fluid to lower the pressure to nor- 
mal will frequently cure patients in this condi- 
tion. 

The following will serve to illustrate the type 
of case referred to in the preceding paragraph : 


J. A. W.—Male, 40, white, married; work- 
ing as freight conductor. Seen May 10, 1921, in 
consultation with Dr. A. P. Lowell, Fitchburg, 
Mass. Diagnosis: Multiple Contusions and Abra- 
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sions, Contusion and Oedema of the Brain— 
probably contra-coup—with Subarachnoid Hem- 
orrhage, Severe Concussion. Treatment: Cere- 
brospinal fluid drainage by lumbar puncture. 
Discharged: Cured. The patient was found 
unconscious on the floor of a caboose at 2.30 
A. M., May 8, 1921. No history was available. 
Carried at once to Burbank Hospital, Fitchburg. 
On admission he had two generalized convul- 
sions and was in considerable surgical shock with 
pulse about 120. Was also noisy, irrational, and 
very restless. May 9, 1921, condition improved. 
No further convulsions and patient quieter. His 
pulse dropped to 72, and he recognized his wife. 
This A. M. (May 10, 1921) pulse still dropping 
—around 44, Blood pressure 120. Seen at 3 
P. M. when he was conscious and rational, but 
somewhat stuporous. Had a complete amnesia 
dating from at least one week previous to the 
accident and continuing to the present. Recog- 
nized his wife and sister, but did not know the 
day of week nor the month. I[:xamination 
showed lacerated wounds of scalp and outer can- 
thus of left eye and multiple contusions and 
abrasions over the body. Examination of the 
heart, lungs, abdomen, and bony skeleton is nor- 
mal everywhere. Urine negative. Neurolgical ez- 
amination shows no changes in either the somatic 
or splanchnic motor or sensory systems. ‘the 
cranial nerves are all normal except for com- 
plete deafness in the left ear. Eye grounds are 
normal, There is no ataxia, adiadokokenesis nor 
astéreognosis, The speech is thick, but otherwise 
not changed. Mentally he is dull and apathetie, 
but answers questions correctly except as above. 
There is a complete amnesia dating to one week 
previous to the accident and extending up to the 
present. Y-rays of the skull show no fracture 
and no evidence of any intracranial pressure. 
Lumbar puncture showed a pressure of 14 mm. 
Hg. Sufficient fluid was withdrawn to reduce 
this pressure to 7 mm. Hg. without symptoms. 
The cerebrospinal fluid was colored and mixed 
with blood which evidently came from a sub- 
arachnoid hemorrhage higher up. Last seen on 
June 3, 1921, having been out of the hospital 
since May 29, On this former date had no symp- 
toms of any sort and is to go back to work in a 
day or so. 


G. W.—Male, 18, white, single; working as a 
lineman for an electrical power company. Seen 
May 16, 1921, in consultation with Dr. H. W. 
Ellam of Gardner, Mass. Diagnosis: Contusions 
of Neck, Shoulders, and Back—Lacerated 
Wound of Posterior Part of Scalp—Fracture of 
the Right Occipital and Parietal Bones—Sub- 
arachnoid Hemorrhage probably due to contu- 
sion of Cerebellum—Moderate Intracranial Hy- 
pertension. Treatment: Cerebrospinal fluid 
drainage by lumbar puncture. Discharged: 
Cured. May 15, 1921, while at work was struck 
on back of head, neck and shoulders by an ‘* insu- 
lator’’ said to have weighed about fifty pounds. 
Taken at once to the hospital following the in- 


jury. No loss of consciousness or memory at 
any time. Said to have been very talkative and 
excited immediately following the accident. On 
entering hospital temperature was 101 and pulse 
120. A few hours after entrance became stupor- 
ous and vomited repeatedly, being unable to take 
any food. Today is somewhat better, but still 
unable to take food and complaining of nausea 
and dizziness on sitting up. Temperature now 
normal and pulse 72. Physical examination of 
heart, lungs, abdomen, and bony skeleton normal 
except for contusior of shoulders and back, and 
a lacerated wound of posterior portion of scalp. 
Blood pressure 130/70. Urine negative. Neuro- 
logical examination shows no changes in either 
the somatic or splanchnic motor or sensory sys- 
tems. Cranial nerves are all normal except for 
a moderate nystagmus of both eyes with the 
quick component toward the right, on extreme 
rotation of the eyes to the right. Eye grounds 
normal. There is a slight past-pointing toward 
the right with the right hand in the finger 
to finger and finger to nose tests. The left 
is normal. There is no adiadokokenesis nor as- 
tereoqgnosis. Mentally he is alert and rational. 
No changes in his speech. X-rays of skull show 
a linear fracture of both tables of the skull about 
1% inches long running at right angles to and 
crossing the occipito-parietal suture at the june- 
tion of the lower and middle thirds on the right. 
Lumbar Puncture showed a pressure of 14 mm. 
Hg. About 5 ee. of cerebrospinal fluid was 
withdrawn which lowered the pressure to 6 mm. 
Hg. without producing any symptoms. This 
fluid was colored by blood from a subarachnoid 
hemorrhage higher up. When last heard from 
in November, 1921, this patient had been back at 
work and entirely without symptoms since early 
in June. 


It is to be noted that in neither of these cases 
were there any reflex changes, nor other objective 
symptoms of any characteristic degree. One suf- 
fered from a severe concussion, and the other did 
not. One had a fracture of the skull, and the 
other did not. In both, however, the cerebro- 
spinal fluid pressure was raised to an equal de- 
gree. There was a subarachnoid hemorrhage, 
and withdrawal of enough cerebrospinal fluid 
to reduce the pressure to normal effected a 
prompt cure in both eases. 

The next stage in increasing intracranial pres- 
sure is spoken of by Sharpe'’:** as the Ideal Op- 
erative Stage. In this stage the rising intra- 
cranial pressure causes a more extensive and 
complete cerebral anemia. If the pressure is 
due to an extradural lesion, such for example 
as a middle meningeal hemorrhage, or a de- 
pressed fracture, the anemia is more localized 
and we have symptoms due to the impairment of 
the particular part of the cortex underlying the 
lesion. Owing to the falx and the tentorium the 
majority of the pressure exerted by the extra- 
dural lesions is in this stage localized to one 
hemisphere, and the symptoms are not, therefore, 
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as grave, due to the fact that the medulla is pro- 
tected. With an intradural lesion, however, the 
protection afforded by the falx and tentorium 
is of not so much avail, and consequently the 
medulla is included in the more or less general- 
ized cerebral anemia. The first effect of this 
anemia on the medulla is said to stimulate the 
vagal nucleus, and does in any event produce a 
slowed pulse, and also a slight rise of the peri- 
pheral blood pressure due to stimulation of the 
vasomotor centres. The cerebral venous stasis 
is more pronounced, and the patient presents 
symptoms similar to those noted above, only more 
severe. Manometric readings of cerebrospinal 
fluid pressure are from 18 to 30:‘mm. Hg. Treat- 
ment consists of subtemporal decompression. 
Neither at this nor at any subsequent stage of 
increasing intracranial pressure should more 
than 1 ec, of cerebrospinal fluid be withdrawn 
by lumbar puncture for examination. To break 
this rule subjects the patient to the danger of a 
herniation of the medulla through the foramen 
magnum with resulting death.’® 


A. 8.—Male, 39, white, married, proprietor of 
a grain store. Seen April 30, 1921, in consulta- 
tion with Dr. Thomas Donovan, Fitchburg, Mass. 
Diagnosis: Linear Fracture of Left Temporal 
Bone—Rupture of Left Middle Meningeal Ar- 
tery with Extradural Hemorrhage—Medullary 
Anemia with marked Intracranial Hypertension. 
Treatment: Left Subtemporal Decompression. 
Discharged: Relieved. April 26, 1921, while mov- 
ing a 250 pound bag of grain, a pile of similar 
bags fell over on top of him burying him be- 
neath them, Taken at once to the hospital un- 
conscious. On arrival there became conscious 
again, and then for a period became unconscious 
again following which he again became conscious 
but very stuporous. Speech has been thick at all 
times, and the stupor has been gradually in- 
creasing. Pulse has been constantly around 44, 
and temperature slightly elevated. Has com- 
plained bitterly of a severe frontal headache. 
April 30, 1921, patient became a little clearer 
mentally though still complaining of his head- 
ache, and still showing the same alteration in his 
speech. The pulse is now’ irregular, varying 
every few hours from 72 to 40. Temperature has 
risen to 100°. Respirations are normal in rate 
and character. Physical examination of heart, 
lungs, abdomen and bony skeleton is all normal. 
Urine normal. Neurological examination shows 
no changes in the somatic or splanchnic motor 
or sensory systems except for an ankle clonus on 
the right. Cranial nerves all normal. Eye 
grounds could not be successfully examined on 
account of the patient’s restless condition. Ap- 
parently no ataxia. Diadokokenesis and stereog- 
mosis not tested. Mentally very stuporous and 
dull and difficult to arouse. Answers questions 
and obeys directions with only a moderate 
amount of success, Speech is very thick and 
slow and at times the patient is at a loss for a 
word that he obviously knows and wishes to use 


but cannot. At these times he will substitute 
some other word sometimes synonymous and 
sometimes not. No attempt was made to have 
the patient read or write. He could not repeat 
a test sentence and evidently did not understand 
its meaning. Remembers nothing relating to 
the accident previous to his first night in the 
hospital. X-rays: thought previous to operation 
to be negative, but after the fracture had been 
located at operation it was possible, with the aid 
of a magnifying glass, to make out a line of 
fracture previously missed about % inch in 
length in the squamous portion of the left tem- 
poral bone. Lumbar Puncture showed a pres- 
sure of 30 mm. Hg. No fluid was withdrawn. 
Operation: Typical left subtemporal decompres- 
sion through a muscle-splitting incision. Bony 
opening 3 inches in diameter extending from 
the level of the floor of the middle fossa of the 
skull. There was a large extra-dural clot evi- 
dently from a rupture of the middle meningeal 
artery although no bleeding point was found. 
As much of this clot as could be was removed. 
The dura and arachnoid were then opened and 
a moderate amount of cerebrospinal fluid under 
pressure was allowed to escape. Following this 
the pulse rose from 72 to 120, and the brain 
which had not been pulsating began to pulsate. 
The cortex was flattened and injected, but other- 
wise normal. Dura was closed with a rubber 
tissue drain between it and the brain on the 
floor of the middle fossa and the rest of the 
wound sutured with drainage through the upper 
end to the dura. The brain was pulsating nor- 
mally with no sign of herniation at the end of 
the operation. May 5, 1921, patient now normal 
in every way. The decompression is entirely be- 
neath the temporal muscle and well protected. 
All drainage is out. Last heard about in August, 
1921, at which time he was back at work free 
from symptoms, 

Should the intracranial pressure still rise, we 
have a stage in which the symptoms are those 
of compression of the medulla.** #* The anemia 
of the medulla becoming more profound, this 
lack of blood acts as a stimulus to the vasomotor 
centre which in its turn raises the general ar- 
terial blood pressure, and slows the pulse, thus 
forcing more blood into the medulla and tem- 
porarily overcoming the anemia until the intra- 
cranial pressure rises a little further and the 
process is repeated. In addition to this we have 
a gradual slowing of the respirations with longer 
and longer periods of apnea, finally becoming 
the typical Cheyne-Stokes type of respiration, 
probably resulting from anemia of the respira- 
tory centre. It is at this stage that we find the 
typical choked dise due to an oedema of the optic 
nerve. The symptoms of this stage then are 
rising blood pressure with dropping pulse of a 
full bounding character, and Cheyne-Stokes res- 
piration, The patient is unconscious, and often 
all reflex activity is abolished. Manometric read- 
ings are always above 20 mm. Hg., and may reach 
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40 or even higher. Subtemporal decompression is 
imperative at this stage, and even in spite of this 
operation the patient may die. No patient 
should be allowed to reach this extreme stage 
of compression, and were the cerebrospinal pres- 
sure measured when the patient is first seen— 
provided he has recovered from the initial shock 
of the injury—no patient would reach this stage. 


N. P.—White, maJe, 50, married, born in 
Greece; works in restaurant. Seen May 24, 
1921, in consultation with Dr. R. F. Burns, 
Fitchburg, Mass. Diagnosis: Laceration and 
Contusion of Right Parietal and Temporal Lobes 
of Cerebrum,—Medullary Compression with ex- 
treme Intracranial Hypertension,—Fracture of 
Right Occipital and Parietal Bones extending 
into the petrous portion of the right Temporal 
Bone. Treatment: Right Subtemporal Decom- 
pression. Discharged: Relieved. Patient speaks 
no English, having been in this country only a 
few months and history was incomplete and more 
or less inaccurate. It is said that on May 19, 
1921, patient fell down stairs striking his head 
against a barrel of cement. Was conscious fol- 
lowing this, and able to ride to the hospital in 
an automobile. Was somewhat dazed and stupor- 
ous on admission, but this has cleared gradually 
up to May 23 on which day he tried to gef out 
of bed, and appeared to be fairly bright. May 
24 is not so well, and is again somewhat irra- 
tional and stuporous. The temperature has been 
always more or less elevated up to 101. Pulse 
has recently been gradually but continuously 
dropping. May 24 pulse was 65 and respirations 
were taking on the Cheyne-Stokes character. 
Physical examination of heart, lungs, abdomen, 
and bony syeleton is all normal. Blood Pressure 
is 190/100. Urine shows a massive coagulation 
of albumin with fine and coarse granular casts 
but no blood. Neurological examination showed 
the following: Somatic Motor—both arms and 
the right side of the abdomen and right leg are 
normal in every way. The left abdominal re- 
flexes and both cremaster reflexes are all absent. 
There is a flaccid paresis of most of the muscles 
of the left upper and lower leg involving espe- 
cially the extensors of the thigh, the flexors and 
tibialis groups of the lower leg. The knee and 
ankle jerks are present and normal, Stroking 
the sole of the foot, squeezing of the calf or pres- 
sure over the inner border of the tibia elicits re- 
flex motions affecting the toes of the right foot 
which fan with a plantar flexion of the great 
toe. Attempts at voluntary motion of the par- 
alyzed leg show as corresponding motions in the 
other leg. Somatic Sensory: there is a diminu- 
tion, and very probably a complete anesthesia, 


of the entire left lower leg from the knee down. |. 


There are no other sensory changes. Splanchnic 
Sensory and Motor Systems are normal. Cranial 
Nerves: examination of these nerves was un- 


satisfactory and incomplete owing to the pa- 
tient’s inability to co-operate, but the following 
definite changes were made out: The eye-grounds 


showed a marked dilatation of the retinal vei 
but no hemorrhage, and a definite choking 
both dises. The first, eighth, elventh, and the 
muscular portion of the fifth could not be ex- 
amined. The other cranial nerves were all nor- 
mal. een and Stereognosis could not 
be tested. There was no bleeding from the nose, 
mouth, or ears, and no hemorrhage into either 
orbit. Mentally is very dull and frightened, and 
objects to having his right eye forcibly opened. 
X-ray shows a horizontal line of fracture, about 
3 inches long running forward from the right 
occipital bone through the parietal, to end in the 
petrous portion of the temporal bone on this 
side. This is a linear fracture involving both 
tables, and is everywhere widely separated. 
Lumbar puncture showed a pressure of 28 mm. 
Hg. No fluid was withdrawn. Operation: Typi- 
eal Right Subtemporal Decompression through 
a muscle splitting incision. Bony opening in- 
eluded all of the temporal bone beneath the 
muscle. Dura was not pulsating, dark blue in 
color, and very tense. Beneath the dura the 
brain was found moderately contused and lacer- 
ated and covered with old clotted blood. The 
cortex was flattened and injected, and the pial 
veins were enlarged in many instances to the 
size of a normal external jugular vein. There 
was practically no cerebrospinal fluid in the sub- 
arachnoid space exposed at operation. Attempts 
to puncture the lateral ventricle through the 
temporal lobe and the third ventricle through 
the corpus callosum were not successful. Theve 
was a moderate herniation of the brain, but no 
splitting of the cortex. Wound was closed in 
layers with rubber tissue drainage to the floor 
of the middle fossa between the dura and the 
brain. The patient left the table in some shock, 
but soon rallied, and had an uneventful conval- 
escence. October 11, 1921, comes for examina- 
tion. Complains of slight dizziness on stooping, 
but otherwise O. K. Examination shows a dis- 
tinct muscular weakness of the entire left side 
of body with a diminution of pain and tactile 
sensation also in this area. There is no paresis 
or paralysis nor anesthesia, however, and pa- 
tient walks about all right. There is marked 
adiadokokenesis of the left arm. The cranial 
nerves are all normal, and the eye grounds show 
nothing but a slight blurring of the nasal sides 
of the dises. The decompression palsates nor- 
mally, is not adherent to the skin, and lies en- 
tirely beneath the temporal muscle. Fills but 
does not bulge on stooping. To do light work 
in a week. Blood Pressure 199/125. Last heard 
about in December, 1921, at which time he was 
back at work with no complaints. 


M. A.—Female, white, 444 years. Seen J 

18, 1921. Diagnosis: Extensive fracture of Occi- 
put—Extreme Compression of the Medulla verg- 
ing on Oedema, with extreme Intracranial Hy- 
pertension—Laceration and Contusion of the 
Brain. Treatment: Right Subtemporal Decom- 
pression. Discharged: Dead. Patient said to have 
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been struck by automobile while playing on the 
street, on July 16, 1921. Carried home uncon- 
scious, where she remained until admitted to the 
hospital July 18, 1921. Vomited considerably 
during this time. Seen on day of injury by a 
local doctor (unknown) who is said to have given 
no treatment, but to have endeavored to have 
X-ray plates made of skull. He was not success- 
ful in this until the afternoon of July 18, fol- 
lowing which the roentgenologist, recognizing 
the gravity of the case sent the child to the hos- 
pital, where she was seen late the evening of the 
18th. On admission the pulse was 110, tempera- 
ture 1024/10, and the blood pressure 110/70. 
Some hours previous to being seen, 10 ce. of cere- 
brospinal fluid had been removed by lumbar 
puneture, and this fluid was colored with blood 
from a subarachnoid hemorrhage. Physical ex- 
amination of heart, lungs, abdomen, and bony 
skeleton is normal. There are multiple contusions 
over the body. The pulse is around 110, tempera- 
ture elevated, and respirations distinctly slowed 
and beginning to show a Cheyne-Stokes character. 
The entire scalp is very boggy. Blood Pressure, 
110/70. Urine normal. Neurological examina- 
tion as follows: Somatic Motor System: all arm 
reflexes, abdominal reflexes, and ankle jerks are 
absent on both sides. The knee jerks are present 
and equal. The left arm shows a complete flaccid 
paralysis. Somatic Sensory system could not be 
tested on account of patient’s condition. Splanch- 
nic Motor and Sensory systems: normal except 
that the left pupil is widely dilated and fixed. 
The right reacts promptly to light. Cranial 
nerves: The examination was incomplete on ac- 
count of patient’s condition. There was a defi- 
nite paralysis of the right sixth. Both facial 
nerves appeared to be normal. There was a 
marked choking of the left dise with dilated 
retinal veins, but no hemorrhages. The right dise 


way, slowly, following which the brain volume 
diminished, and the pulsations returned. Previ- 
ous to this the cortex was flattened, injected, and 
the pial veins much enlarged. The portion of 
the brain exposed at operation had not been 
lacerated, and there was practically no cerebro- 
spinal fluid in this portion of the subarachnoid 
space. Following the drainage of the ventricle 
the patient’s pulse rose rapidly, became of poor 
quality and before the scalp could be entirely 
closed she died. 

The first of these two cases exemplifies a se- 
vere type of brain injury treated late in the 
disease, The patient is again a useful member 
of society, and at present shows only a relatively 
small amount of permanent damage considering 
the severity of the injury, and the complicating 
diseases from which he suffered. 

The second case is inserted as a contrast to the 
first, and because it exemplifies practically all of 
the mistakes in treatment that could possibly 
have been made in this type of injury. First: 
About sixty hours were allowed to elapse before 
a diagnosis was made, not to mention the fact 
that during this time no treatment had been in- 
stituted. This time was used to obtain rela- 
tively useless X-ray plates, which when obtained 
added nothing to the indications for or against 
treatment: Second: In a case obviously suf- 
fering from a high intracranial pressure 10 ce. 
of cerebrospinal fluid was withdrawn by lumbar 
puncture previous to any cranial decompression. 
This subjected the patient to the danger of im- 
mediate death from herniation of the medulla in 


the foramen magnum, and the fact that this 


could not be seen. Mentally the patient was un- 


conscious and irrational, very restless, tossing all 
over the bed, and requiring constant watching, 
and restraint to keep her from throwing herself 
out of the bed on to the floor. She was noisy 
and cried and moaned constantly. Lumbar punc- 
ture showed a cerebrospinal fluid pressure of 40 
mm. Hg. No fluid was withdrawn. X-ray not 
seen, but reported to have shown a linear frac- 


ture of the occipital bones, extending from above 


one ear and. running around the back of the head 
to terminate beneath the opposite ear. Opera- 
tion: Typical Right Subtemporal Decompression 
under local anesthesia. Muscle splitting incision 
and bony opening which included the entire 
squamous part of the temporal bone. On ex- 
posure of the dura it was found to be not pulsat- 
ing, dark colored, and extremely tense. On wide 
incision considerable dark colored old fluid blood 
and clots escaped. The brain still did not begin 
to pulsate although there was no herniation and 
a successful attempt was made to enter the lat- 
eral ventricle with a blunt needle. Considerable 
bloody cerebrospinal fluid was drained off in this 


complication did not arise is due to pure chance. 
Third: The operative procedure was badly 
planned. The operation of choice would without 
question have been a suboccipital decompression, 
and this was ruled out only because of the pa- 
tient’s poor general condition. As a substitute a 
subtemporal decompression was performed. This 
[ believe now to have been bad judgment. While 


a much less formidable procedure than a suboe- 


cipital operation, nevertheless, in view of the 
fact that the child was verging on, if not actually 
suffering from, an oedema of the medulla, and 
consequently even from the most favorable view 


point only in a condition to stand the minimum 


| 
| 


| 


of surgical interference, even a subtemporal de- 
compression should have been recognized as being 
of too formidable a nature. Either the case 
should have been classified at once as a case of 
medullary oedema, and allowed to die without 
operative interference of any kind, or granting, 
as was thought at the time, that the patient 
was suffering only from an extreme degree of 
medullary compression, which had not as yet de- 
veloped into an oedema of this portion of the 
brain, operative interference should have been 
limited to a simple ventricular puncture and 
drainage of the excess cerebrospinal fluid fol- 
lowed later on by either a subtemporal or sub- 
occipital decompression, depending upon the 
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amount of improvement following the ventricu- matter of fact and experience, blood in cerebro- 


lar puncture, 


Spinal fluid obtained by lumbar puncture usually 
| wish to stress particularly, however, that this 


means a laceration of the brain providing the 


patient was allowed to go sixty hours without i" jury has been to the head. 


treatment, and without a diagnosis, and that in 
consequence she passed through at least two 


staves of intracranial hypertension, during eith- 


often considered important from the point of 


er of which she would have been a favorable sub- 
ject for such operative intereference as woul 


have offered at the worst an even chance of re- 


covery. 


medulla itself.2* 7° In this stage the regulatory 
centres of the medulla have become fatigued and 
the vasomotor stimulation will no longer raise 
the general arterial pressure sufficiently to force 
enough blood to the medulla to overcome the 
anemia there. As a result the blood pressure 
drops r@pidly while at the same time the pulse 
and temperature rise, the pulse becoming very 
weak and irregular, and the temperature reach- 
ing 105 and 106—the so-called brain tempera- 
ture. The respiration also rises to 40 or beyond 
—oedema of the lungs develops, and the patient 
dies. In this stage nothing that can be done, no 
matter what it is, will save the patient. Conse- 
quently these patients should not be operated 
nor touched in any way; it merely hastens the 
end. 

It ean be seen from the above that the signs 
and symptoms—pulse, blood pressure, respira- 
tory rate and mental state commonly used as in- 
dications governing diagnosis, treatment, and 
prognosis—all depend for their variations upon 
the basie factor of an increase in intracranial 
tension or pressure. If the intracranial pres- 
sure is measured, these subsidiary manifesta- 
tions are not needed, and should not be regarded 
in any other light than as confirmatory evidence. 


With regard to reflexes and their presence and 


alsenee, it is my opinion that they serve only as 


a guide to the point of maximum injury to the 


brain, and give us no indication whatsoever in 
recard to the patient’s condition, and most cer- 


tainly none in regard to the method of treat-, 


ment. 
BLOOD IN CEREBROSPINAL FLUID. 


{ have frequently heard it said that blood in 
ic cerebrospinal fluid obtained by lumbar punc- 
ture means everything from a fracture of the 
!ase of the skull to a middle meningeal hem- 
ovrhage. I have further heard this referred to 
“s an absolute indication, and also as an abso- 
late contraindication to operation. Blood in 


‘o* cerebrospinal fluid as obtained by lumbar 
; uneture, providing it is not due to trauma from 
the puncture itself, means one thing and only 
thing—namely—hemorrhage into the sub- 
ivachnoid space. It has no bearing whatsoever 
on the line of treatment to be adopted. As a 


OTHER SYMPTOMS. 
Bleeding from the nose, mouth, and ears is 


view of treatment. This is not so. In the first 
plaee extra-cranial lacerations of these cavities 


must be ruled out. Having done that—and it is 
The final stage of increasing intracranial pres- 
sure is that in which there is an oedema of the 


surprising how often this simple complication to 
a head injury will oceur—bleeding from the 
mouth is practically always due to bleeding from 
the posterior part of the nose, the blood having 
dropped into the back of the mouth instead of 
running out through the nostrils. Bleeding from 
the nose means usually a fracture through the 
eribriform plate, and indicates nothing except 
that the prognosis should be extremely guarded 
on account of the liability to meningitis. This is 
due to the extension of infection through this 
fracture from the septic cavities of the nose and 
mouth. Serupulous care should be taken to pre- 
vent this if possible. Bleeding from the ear may 
mean a fracture of the petrous portion of the 
temporal bone, and may earry with it injury to 
the seventh and eighth nerves on this side, pos- 
sibilities that should be carefully looked into at 
the time the patient is first seen. Otherwise this 
symptom indicates nothing in the line of treat- 
ment, and directly affects the prognosis only in 
so far as to offer the possibility of a basal menin- 
itis arising from neglect to keep the ear clean. 


SURGICAL SHOCK. 


Any patient who has received an injury to the 
head severe enough to produce symptoms is in a 
state of surgical shock immediately following 
the injury. The condition and appearance of 
these patients in no way varies from that seen in 
a patient suffering from surgical shock following 
other severe injuries. Until these patients re- 


cover from this condition of shock, it is of no 
importance what other complications they may 
be suffering from. They must have immediate 
and eareful treatment for their shock. This in- 
eludes absolute quiet and rest together with 
warmth and fluids. If they are to have abso- 
lute quiet and are to be kept warm that means 
than an extensive neurological examination and 
a lumbar puncture cannot be done. Neither of 
these examinations should be carried out at this 
stage. If the patient will not recover from the 
surgical shock it is of no importance to treat his 
lacerated brain. On the other hand, if and 
when he does recover from his shock, then there 
will be plenty of time to treat his lacerated brain . 
without exposing him to unjustifiable risks. Pa- 
tients who have been subjected to severe head 
injuries usually recover from their shock in from 
two to eight hours depending on the extent of 
the injury, or else they have been so severely 
injured that they do not recover at all. 
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Careful observation of this rule in treating 
trauma to the head will save many patients who 
are now killed by too precipitate operating while 
they are still in a badly shocked condition. 

An increase in intracranial pressure, then, is 
of paramount importance as an indication for 
operation in injuries involving the brain. From 
the foregoing we learn that there is a normal in- 
tracranial pressure of from 6 to 10 mm. Hg.,. 
depending upon the existence of a normal rela- 
tionship between the secretion and absorption of 
the cerebrospinal fluid. The cerebrospinal fluid 
is secreted by the choroid plexus, and distributed 
for absorption throughout the spinal and cerebral 
subarachnoid space. From this space it is chief- | 
ly—in fact almost wholly—absorbed into the ven- 
ous circulation. A rise in intracranial pressure 
occurs when either the rate of secretion is in- 
creased, or the rate of absorption interfered with. 
A rise in the pressure of the cerebral venous cir- 
culation interferes with the rate of absorption 
of the cerebrospinal fluid. This rise may be pro- 
duced in a variety of ways varying from a more 
or less temporary congestion of the meninges, to 
large extra or intra-dural blood clots, and sub- 
arachnoid, subpial, or intra-cortical hemorrhages. 
Depending upon the location and extent of these 
hemorrahges, localizing symptoms, such as reflex 
changes, paralyses, etc., may be produced. De- 
pending on the amount of increase of the cere- 
brospinal pressure systemic symptoms involving 
the pulse and respiratory rates, blood pressure, 
changes in the eye grounds, and mental state may 


be produced. All of these objective symptoms |! 


are inconstant and variable, and the determina- 
tion of their degree cannot be carried out with 
any accuracy. The degree of rise of intracranial 
pressure, on the other hand, can be measured 
with absolute accuracy, and the amount of the 
increase above the normal gives a constant and 
invariable indication as to what operative pro- 
cedure must be undertaken to correct the intra- 
eranial pathology. Intracranial pressure as 
measured by the+sLandon Spinal Manometer, 
reading above 10 and below 16 mm. Hg. calls for 
repeated lumbar puncture with drainage of suf- 
ficient cerebrospinal fluid to reduce the pressure 
to normal, Readings above 16 mm. Hg. call for 
decompression, preferably subtemporal. No in- 
dividual suffering from an injury to the brain 
should be either treated or examined while in a 
state of surgical shock, and no such patient who 
can be demonstrated to have reached the final 
stage of intracranial hypertension—namely oede- 
ma of the medulla—should be operated upon, as 
the mortality in this latter class of case is 100% 
regardless of the treatment instituted. It is 
dangerous and often fatal to postpone treatment 
on, a patient suffering from intracranial hyper- 
tension until X-rays of the skull are available. 
They can give no pertinent information that is 
not already at hand, and have no bearing on the 
operative indications of the case. 


CONCLUSIONS. 


1. The indications for operation in injuries 
involving the brain are three: compound frac- 
ture of the skull, depressed fracture of the skull, 
and a rise in the intracranial cerebrospinal fluid 
pressure. 

2. The intracranial cerebrospinal fluid pres- 
sure depends on the relation the secre- 
’| tory powers of the choroid plexus and the ab- 
— powers of the cerebral venous circula- 


"3. Intracranial hypertension may and often 
does cause death in the absence of any injury to 
the bony coverings of the skull. 

4. All cases that have received or that are 
suspected of having received an injury to the 
brain, no matter how slight, should, as soon as 
they have recovered from their surgical shock, 
have the pressure of their cerebrospinal fluid 
measured, and the treatment should Be based 
primarily upon this finding alone. 
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CONCERNING THE TYPE OF INJURY TO 
RENAL EPITHELIAL CELLS WHICH IN- 
CREASES THE SUSCEPTIBILITY OF THE 
CELLS TO THE ACTION OF THE GEN- 
ERAL ANESTHETICS. 


By Wa. DEB. MAcNiper, M.D., Hit. N. C., 


The Laboratory of Pharmacology of the University 
of North Carolina. 


SEVERAL years ago certain studies’* were 
made concerning the relative toxicity of urani- 
um nitrate in animals of different age periods. 
The observation was made that uranium nitrate. 
when given in a constant quantity per kilo- 
gram, was more toxic for old animals than for 
young animals and puppies. There occurred in 
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the old animals a more marked disturbance in 
the animals’ metabolism and, furthermore, the 
kidney injury in the old animals was of a 
severer type than could be demonstrated in the 
kidneys of young animals and puppies. The 
characteristic difference in the pathology of the 
kidney in these animals of different ages was 
the amount of stainable lipoid material which 
appeared in the renal epithelium. The puppies 
and young dogs showed stainable lipoid mate- 
rial in the form of dust-like particles and small 
droplets in the epithelial cells of the loops of 
Henle, while the older animals showed large 
droplets.and fused masses of such material in 
this location and also much stainable lipoid in 
the highly specialized secretory cells of the con- 
voluted tubules. 

In later publications,*** there has been 
shown to occur a marked difference in the abil- 
ity of the animals of the two age groups to 
form urine and to respond to various diuretic 
solutions when the animals of the different age 
periods had been poisoned by uranium nitrate 
and anesthetized by ether, chloroform or by 
Gréhant’s anesthetic. The young animals and 
puppies, during a period of anesthesia which 
lasted from one hour to two hours and forty- 
five minutes, formed urine and, furthermore, 
the kidneys of these animals remained respon- 
sive to the stimulation of various diuretic solu- 
tions as caffein, theobromine and theocin. The 
group of old animals, on the contrary, during a 
similar period of anesthesia, either formed less 
urine per minute or urine formation ceased. In 
such animals the urine-forming value of the 
above-mentioned diuretic solutions was nega- 
tive. That part of the kidney mechanism on 
which these substances act failed to respond to 
the stimulation. This lack of response on the 
part of the kidney is not due to any failure in 
the systemic blood pressure of the anuric and 
non-responsive animals, nor is it due to any 
lack of response on the part of the peripheral 
vascular mechanism of the kidney to these solu- 
tions. The pathological changes in the kidneys 
of the anurie animals, which differentiates them 
from the kidneys of the young animals that 
form urine and respond to diuretic solutions, is 
found in the renal epithelium. In the former 
group of animals, in which the use of uranium 
had led to a marked accumulation of stainable 
lipoid material in the epithelium, the anesthetic 
has induced changes leading to the death of 
these cells. In the puppies and young animals 
in which, following the use of uranium, there 
was less accumulation of stainable lipoid in the 
epithelium, the changes of degeneration follow- 
ing the anesthetic are either absent or slight in 
extent. Death of the cells does not occur. 

In more recent investigations® studies 
have been made of the amount and distribution 
of stainable lipoid material in the renal epitheli- 
um of naturally nephropathic dogs, and of the 
susceptibility of the kidneys of these animals 


to the general anesthetics. These studies have 
shown that the primary injury to the kidney in 
such animals takes place in the glomeruli, the 
tuft of capillaries located at the site of origin 
of each uriniferous tubule. The injury to these 
structures results in the formation of connec- 
tive tissue between the capillary loops, the walls 
of which become thickened and finally obliter- 
ated. The earliest evidence of injury which 
can be detected in the renal epithelial cells 
lining these tubules is an accumulation of 
stainable lipoid material in the cells of the loops 
of Henle and, especially, in the secretory cells 
of the convoluted tubules. When kidney tissue 
from such animals, stained for lipoid material, 
is compared with kidney tissue from normal 
animals that serve as controls, the difference in 
the amount and location of the stainable lipoid 
material is striking. In the kidneys of normal 
animals such material is only found as dust-like 
particles and droplets in the loops of Henle. It 
has not been demonstrated in the convoluted tu- 
bule epithelium. In the naturally nephropathic 
animals stainable lipoid material is found in the 
loops of Henle as large masses, which may be 
of such size as to obscure the structure of these 
cells, and such material is, furthermore, found 
as granular particles and droplets in the con- 
voluted tubule epithelium. Following the es- 
tablishment of this difference in the amount 
and location of stainable lipoid material in the 
renal epithelium of naturally nephropathiec ani- 
mals, as contrasted with the stainable lipoid 
content of renal epithelial cells in normal 
animals, both types of animals were anesthe- 
tized by ether or chloroform in order to ascer- 
tain if any relationship existed between the 
amount of lipoid material in the renal epitheli- 
um of the kidney and the susceptibility of these 
cells to the action of the anesthetics. The nor- 
mal control animals of these experiments have 
eontinued to form urine during the period of 
anesthesia, and when the kidneys were sub- 
jected to the action of such diuretic solutions 
as caffein, theobromine, 5. per cent. glucose and 
0.9 per cent. sodium chloride solutions, there 
developed an increase in urine formation. _ 
The naturally nephropathic animals that 
were anesthetized by the same anesthetics for 
the same length of time have shown a marked 
decrease in urine formation as compared with 
the control animals or they have ceased to form 
urine. When such animals are given the above- 
'mentioned diuretic solutions, the solutions are 
found to have less effect than they have in nor- 
mal animals. In those naturally nephropathic 
animals that were rendered anuric by the anes- 
thetics these solutions are ineffective. No urine 
formation oceurs. A histological study of kid- 
ney tissue obtained from the two groups of 
animals shows that the renal epithelium in the 
normal control animals has been unaffected by 
the anesthetics. The cells show no distinct evi- 
ldence of degeneration. The renal epithelium 
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in the naturally nephropathic animals, which 
was shown to contain a great increase in the 
amount of stainable lipoid in comparison with 
the normal epithelium, has shown, following 
the period of anesthesia, marked degeneration 
characterized by edema, vacuolation and death. 

From the foregoing analysis of the experi- 
mental data presented in this paper, the follow- 
ing summary appears allowable. 

The earliest evidence of injury to renal epi- 
thelium which is induced by uranium nitrate 
consists in an increase in the amount of stain- 
able lipoid material in these cells. The amount 
of such material that accumulates in the epi- 
thelium is influenced by the age of the animal. 
In old animals there is a greater accumulation 
of such material in renal epithelial cells than 
occurs in young animals and puppies. When 
animals from these age groups are anesthetized 
by chloroform, ether or by Gréhant’s anes- 
thetic, the severity of the action of the anes- 
thetic on the renal epithelium shows a parallel 
with the amount of stainable lipoid material 
that can be demonstrated in such cells prior to 
the use of an anesthetic. The kidneys of old 
animals, in which the use of uranium has re- 
sulted in a marked accumulation of stainable 
lipoid, show very marked changes of degenera- 
tion from the use of the anesthetics. The kid- 
neys of the young animals and puppies, in 
which less stainable lipoid has accumulated in 
the epithelium, show little or no injury from 
the anesthetics. 


A study of the kidneys of naturally nephro- |, 


pathie dogs indicates that the primary injury 
to the kidney develops in the glomeruli. The 
earliest evidence of the secondary injury to the 
renal epithelium consists in a marked accumu- 
lation of stainable lipoid material in these cells 
and, especially, the secretory cells of the con- 
voluted tubules. When such naturally nephro- 
pathic animals are anesthetized by chloroform 


or ether, and the effect of these anestheties on’ 


the kidney is contrasted with the effect of the 
same anesthetics on the kidneys of normal con- 
trol animals, a parallel is found between the 
toxic action of the anesthetics for the two 
groups of animals and the amount of stainable 
lipoid that can be demonstrated in the renal 
epithelium. In the kidneys of the naturally 
nephropathic animals, in which the amount of 
stainable lipoid has greatly increased in the 
renal epithelium secondary to the glomerular 
injury, the anesthetics induce an early degen- 
eration and death of these cells, and urine 
formation is arrested. In the normal control 
animals, in which only a small amount of stain- 
able lipoid ean be demonstrated in the loops of 
Henle, such degenerative changes do not occur, 
and these animals form urine during the period 
of anesthesia. 

Some twenty years ago Hans Meyer®?® and 
Overton", working independently, developed 
a theory, the so-called Meyer-Overton Law, 


which is used to explain the entrance of certain 
narcotic and anesthetic substances into the cells 
of the central nervous system. These investi- 
gators were able to show that the affinity which 
the methane group of anesthetic substances 
possessed for the central nervous system was 
dependent upon the partition coefficient of 
these substances between the watery blood 
plasma and the lipoids of these cells. As the 
solubility of the anesthetic substance increased 
for the lipoid material of the cell it became of 
greater anesthetic value. 

From the observations which have been made 
in the present study concerning the stainable 
lipoid content of renal epithelial cells, the 
Meyer-Overton Law would appear to apply to 
cells in this location as well as in the central 
nervous system. The investigation indicates 
that, following the accumulation of lipoid 
material in the renal epithelium, these cells, on 
account of their increased lipoid content, take 
up more of the anesthetic substance than do 
normal cells and, as a result of more of the 
anesthetic substance entering the cells, degen- 
erative changes develop which impair or sus- 
pend the function of these cells. A definite re- 
lationship exists between the amount of sfain- 
able lipoid material in renal epithelial cells and 
the susceptibility of the kidney to the toxic 
effect of the methane group of comtaewe sub- 
stances. 
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ACUTE PUERPERAL INVERSION WITH 
THE REPORT OF A CASE.* 
By JosepH P. Conen, M.D.. Boston. 
In perusing the statistics of the incidence of 
acute puerperal inversion in the literature, the 
casual reader may be led to believe that it need 


only be given academic thought. But the one 
bit of enlightenment these figures should afford 
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us ‘s their lack of uniformity. In addition to 
this there appears to be a strong inclination 
on the part of authorities to believe that there 
are 2 number of cases which probably have oc- 
eurred and still do occur that are not reported 
becanse of the culpable manceuvres inciting in- 
version. This is particularly true of the pri- 
vate practice of obstetrics done by untrained 
mer and unskilled midwives among whom, 
should the patient succumb, death is probably 
attributed to another superimposed condition 
and the true situation not brought to light. This 
is, of course, a misfortune, the correction of 
which can only be carried out by educational 
methods and the recognition that acute puer- 
peral inversion may result in the best hands 
and despite good care. Prompt diagnosis is 
of first importance; once this is accomplished, 
proper treatment should be instituted. 

The following table shows the significance of 
the irregular incidence of acute puerperal in- 
version : 


TABLE 

in 20,000 cases 
cb lin 250,000 cases 
lin 100,000 cases 
0 in 250,000 cases 
1in 190,000 cases 
1in 127,000 cases 
1 in 2,000 cases 
1 in 100,000 cases 
lin 400,000 cases 
1 in 35,000 cases 
Ferri and Lorini .......cccceess 1 in 1,440 cases 
1 in 5,000 cases 
Chetenham District Assoc........ 1 in 6,300 cases 
1in 100,000 cases 

Total, 13 in 1,603,740 cases 

Average, lin 123,364 cases 


Inversion of the puerperal uterus may take 
place immediately after labor or hours after- 
ward. Maefarlane' declares the condition may 
arise as late as the fifth day postpartum. It 
may synchronize with the delivery of the pla- 
cenia or it may come about after the third stage 
is completed. 

Inversion may be partial or complete. It 
may be recognized very early as a mere cup- 
Shajcd depression in the fundus? or as an in- 
dentation which has approached only as far 
as ive external os of the cervix; or it may not 
be « scovered until the entire body of the uterus 
is ‘\urned inside out with the cervix shutting 
dow: on the lower segment of the uterus. The 
mo. extreme result is the inversion of the va- 
gin. along with the uterus: in these cases the 
enic uterus lies outside the vulva and drags 
the \agina with it. 


ETIOLOGY. 


The etiology of acute puerperal inversion is 
ass rnable ordinarily to two factors: pressure 


‘ 


from above and pulling from below, though 
these do not account for the spontaneous types 
of inversion which are produced independently 
of surrounding conditions and form a definitely 
recognized entity. Improper employment of 
Credé’s method of expressing the placenta ap- 
pears to be one of the common causes. Either 
the manceuvre is carried out while the uterus 
is in a state of relaxation or else before the 
placenta has had time to separate. Engelmann* 
emphasizes that Credé of the uterus with one 
hand may be done improperly, and mentions 
the technique laid down by Credé himself, who 
states that it is wise ‘‘to await the contraction 
of the uterus, then seize it so that the fundus 
lies in the hollow of the hand and the five 
fingers on all sides of the corpus, after which 
gentle pressure is exerted.’’ Engelmann goes 
still further, stating that, except in those cases 
where the uterus is very small, he deems it 
expedient to employ both hands in executing 
the Credé maneuvre and by doing so, distributes 
the pressure evenly throughout the uterus and 
minimizes the possibility of indentation from a 
thumb or one finger. He urges that compres- 
sion should not be exerted at the same place 
each time the Credé is attempted. 


It is my personal belief that the expression 
of the placenta during the third stage of labor 
is so important that it should never under any 
circumstances be entrusted to a nurse or in- 
experienced assistant. The third stage of labor 
should be cared for entirely by the physician. 
There has been a tendency to pass the respon- 
sibility of the delivery of the placenta to the 
nurse, who may not only be unfamiliar with the 
correct method to employ in expressing the 
placenta, but who, not infrequently, does not 
know how to ‘‘follow the fundus’’ or, if she 
does, is unable to appreciate what is taking place 
during relaxation or contraction. I have, there- 
fore, made it a rule to insist upon the manage- 
ment of the third stage of labor by the skilled 
assistant and where this has not been feasible, 
I have taken the responsibility in my own 
hands. 

Townsend-Whitling and Glover‘ report a case 
of complete inversion of the parturient uterus 
which took place thirteen hours after a normal 
delivery and three hours after the efforts of a 
nurse to expel a clot from the uterus. This 
brings to my mind another teaching which is 
not without pernicious character: I refer to the 
encouragement often given a nurse to knead 
a uterus which does not contract well, to force 
clots out of the uterus by compression of the 
fundus. It is far better to watch the uterus 
by following it with the palm of the hand than 
to manipulate it vigorously. More ice, ergot 


and pituitrin should be employed postpartum 
to control a relaxed uterus and less manipula- 
tion. 

The erect posture during labor and a short 
cord are predisposing causes of inversion. 
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Dighton and Collins’ report a case of inversion 
occurring after the normal delivery of a child 
with the cord wound about the neck, trunk and 
extremities. It seems that a case such as this 
would suggest that great care should be exerted 
in slipping the cord over the head when the 
cord is about the neck of the fetus. In this 
connection there should be less hesitation in 
overcoming this cord difficulty by severing the 
cord between two clamps before delivery is 
completed. 

Deliberate traction on the cord from below 
is generally acknowledged an obstetrical crime, 
and so the manceuvre is probably rare. Despite 
this, it remains as an important mechanical fac- 
tor in some cases of inversion. Von Niacke’s 
case® was the result of attempted removal of an 
adherent placenta. In Culbertson’s case’, in- 
version was discovered on the third day post- 
partum. The placenta had been removed man- 
ually an hour after delivery because of severe 
bleeding, and the uterus packed. The fundus 
had been felt definitely above the symphysis. 
Despite this fact, the inversion followed the 
removal of the packing on the third day. 

Spells of coughing or sneezing, and pressure 
on the fundus by the straining abdominal 
muscles of the patient have been mentioned as 
causes of inversion. 

Von Micholitsch® is of the opinion that puer- 
peral inversion, excepting the spontaneous type, 
ean only occur with a completely relaxed uterus. 
H. W. Yates’ believes that a localized atony or 
thinness of the uterine walls is a factor requisite 
for the production of inversion. He adds that 
the exciting causes are fundal implantation of 
the placenta, the presence of submucous fibroids 
during pregnancy and the weight of a large 
placenta, particularly when situated at the 
fundus. Berkeley and Bonney’ are convinced 
that unusual laxity of the wall of the uterus 
is essential in all cases of inversion, and Shears"? 
is equally firm in the conviction that a well- 
contracted uterus cannot become inverted. 


Engelmann*, who reports having seen two 
cases of acute puerperal inversion, believes there 
is a certain significance to the occurrence of 
both cases in war time. He declares that the 
famine years increased the disposition of the 
uterus to atony and quotes a table of figures 
to show that there was a greater tendency to 
uterine hemorrhage in the years 1918-19 than 
in 1913-14. 

On the other hand, Beckman’? has made a 
careful study of the literature, and has been im- 
pressed by the relatively high percentage of 
spontaneous inversions that have occurred in 
which the uterine wall, though well contracted, 
has suddenly vanished under the hand. He 
states that Kiistner, Leopold and Pulvirenti 
have confirmed this observation. 

In the consideration of the etiology of acute 
puerperal inversion, it is interesting to note the 
manner in which inversion may take place. 


[Marcu 16, 1922 
There is the fundal method of inversion duc to 
an indentation produced in the fundus of the 
uterus from mechanical pressure exerted at this 
point or from an inherent relaxation at the 
placental site when the placenta is so situated. 
Once this indentation occurs, it assumes ‘he 
same relationship to the rest of the uterus as a 
foreign body or tumor which the uterus en- 
deavors to extrude. Jones’*® of Chicago makes 
the reasonable supposition that practically all 
eases of inversion begin at the fundus, because 
it is this area of the uterus which is exposed 
to most of the forces contributing to the pro- 
duction of inversion. James L. Huntington" 
is of the opinion that fundal implantation of 
the placenta is the most likely condition to pro- 
duce inversion, and believes the view is strength- 
ened by the rarity of this placental situation. 

There are two other theories used to explain 
inversion, Lateral inversion is a possibility that 
must be borne in mind, although this is prob- 
ably the rare type of inversion; I could find 
no cases in the literature that definitely sug- 
gested this method of inversion. Still, it is 
conceivable that lateral inversion may take place 
with one side of the uterus starting to invert 
and the fundus following. The third method 
of inversion was recognized by Aveling'’, and 
had a great deal of ardent support from I. E. 
Taylor'*®, who believed that a majority of acute 
spontaneous inversions of the uterus took place 
by the cervical route; it was Taylor’s idea that, 
as a result of the paralysis of the cervix brought 
about after delivery, the cervix would not shut 
down. The body of the uterus, contracting 
against the relaxed cervix, rolled out the an- 
terior and posterior lips and descended through 
this collar. Of recent years this method of in- 
version has been mentioned but little in the 
literature. It should be given serious thought, 
however, when we consider the cases reported as 
spontaneous inversions during the progress of 
which the fundus has been made out from above 
without evidence of indentation. 

Von Micholitsch* believes that though the 
fundal type of inversion is most common, yet 
inversion may take its origin at any other 
parietal region of the uterus. The spontaneous 
type of inversion is most apt to be cervical, 
according to this same writer. He is in sub- 
stantial agreement with Taylor in the belief 
that there is an invagination of the contracted 
body of the uterus into the paralyzed cervix, 
difficult labors predisposing to this paralysis. 

In 1884, J. C. Reeve'’ observed that in inver- 
sion of the uterus of the cervical type there is 
first a pouting of the cervix and then an eversion 
of the lips followed by a rolling out of the body 
of the uterus. This, too, is in agreement with 
I. E. Taylor. Crosse'* as early as 1845 siates 
that the evidence points to inversion commenc- 
ing at the superior portion of the uterus—usually 
the fundus—still ‘‘it would appear very possible, 
in a mechanical view, to find the progress 0! the 
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disp !acement to be from the cervix to the fun-' of gangrene may result under these circum- 
dus.”” stances and hysterectomy be required. Dilation 


SIGNS AND SYMPTOMS. 


Shock and hemorrhage—one or both—and 
occasionally sudden, sharp, severe pain consti- 
tute the triad of signs and symptoms that usher 
in inversion. A feeling of something descending 
in the vagina may be noted by the patient. But 
there are eases in the literature where all these 
significant symptoms have been absent. 
Knipe’s’® patient, who had a spontaneous in- 
version immediately after a normal delivery, 
suffered from neither shock nor hemorrhage, 
and reposition was readily done without the 
administration of an anesthetic or without great 
distress to the patient. According to Kerr”, 
a case is related by Galabin in which there were 
no symptoms whatever either immediately after 
delivery or during the puerperium: the condi- 
tion was only recognized after lactation had 
ceased and irregular hemorrhages occurred. 

Inversion must be kept constantly in mind 
in all cases of unexplained hemorrhage, and 
should be verified by bimanual examination. In 
the fundal type of inversion, an indentation 
may be discovered in the uterus by palpation, 
or, if the inversion is complete, by 4 recognition 
of a deep depression in the pelvis which has 
taken the place of the fundus. In the cervical 
type, the characteristic convexity of the fundus 
will be noticed in the early phase of the inver- 
sion, and at this time there may be present only 
what appears to be a thickened cervix. 


In the consideration of the treatment of in- 
version, immediate replacement by taxis from 
below is the general rule. The taxis should be 
begun at the cervical end of the inversion, and 
care must be taken not to employ too much 
force for fear of rupturing the uterus”. Pres- 
sure must be conducted to conform with the 
curve of the sacrum, otherwise the object of 
reduction will be defeated. The danger of rup- 
ture is diminished by exerting counter-pressure 
on the abdominal wall with one hand. Bad 
results in some cases have been due apparently 
to .itempted reduction without the administra- 
tio.. of an anesthetic. This is important because 
of ‘ne added shock which may accompany re- 
inv.sion. Dinnick*? favors the reduction of 
ace inversion by the abdominal route; in his 
ca». reported in the Proceedings of the Royal 
Sc..ety of London, intestinal obstruction was 
fo..d complicating the inversion. Since there 
is » tendency to acute retention of urine, it is 
we’! to be certain the bladder is empty before 
attempting any procedure which aims at reduc- 


occasionally happens that the cervix shuts 
down on the neck of the inverted organ so as 
to defeat all efforts at reduction. Occurrence 


of the cervix in cases of constriction, either by 
the abdominal route or from below, has not been 
very successful because a good deal of shock 
is thus produced. The employment of the 
Kiistner operation, which entails an opening 
across the posterior cul-de-sac and a slitti 
of the posterior lip of the cervix, is best oie 
to subacute or chronic inversion rather than the 
acute type. Reinversion is accomplished by this 
method after the posterior wall of the uterus 
is slit longitudinally. Spinelli’s procedure is 
an adaptation of the Kiistner operation; the 
anterior cul-de-sac is opened transversely, the 
bladder pushed out of the way and the anterior 
lip of the cervix split, after which the anterior 
wall of the uterus is divided in the median line 
within a centimeter or two of the fundus. After 
reinversion the uterine body is dragged through 
the cul-de-sac opening and the uterine incision 
closed with interrupted sutures; the uterus is 
then returned through the cul-de-sac incision, 
which is closed except at a point to allow for 
the introduction of a small wick for drainage. 
Like the Kiistner operation, the Spinelli tech- 
nique is best employed in chronic inversion. 

Sometimes, immediate replacement may be 
unwise**, This is true where the condition of 
the patient is precarious enough to indicate that 
further manipulation may prove fatal. Accord- 
ing to Engelmann’, Zangemeister is of the opin- 
ion from his own experiences and accumulated 
data, that the shock should be the first thing to 
combat; he believes that immediate operation 
for replacement only too often will cast the 
chance for life on the wrong side of the balance. 
He has preferred to wait a period of hours 
before the possible shock of reposition is thrust 
upon the patient. The cases reported in which 
late treatment was carried out are impressive. 
G. E. Shoemaker** mentions a_ successfully 
treated case of acute inversion in which it was 
decided to take care of a frankly septic uterus 
by constant irrigation with boric acid before 
replacement was attempted. Barrie and Don- 
aldson®* have also told of a case where hemor- 
rhage during acute puerperal inversion was 
treated by the administration of ergot and 
pituitrin and the hot vaginal douche. Trans- 
fusion was then done, and the septic element 
which developed on the third day postpartum 
was treated by continuous irrigation with 1 to 
4000 potassium permanganate solution. Reposi- 
tion was done seven weeks later with the Aveling 
Repositor, and was accomplished in nineteen 
hours. 

It is my own opinion that, in the long run, 
immediate replacement is the procedure of 
choice, since in a certain number of cases there 
is no shock from reposition and because it is 
the safest way to check hemorrhage. In addi- 
tion, according to modern notions, sepsis can be 
eared for after reduction and the danger of a 
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possible gangrene of the uterine body, resulting 
from the constriction of the cervical ring, is 
removed. 


PROGNOSIS. 


The mortality rate of acute puerperal inver- 
sion is quoted as low as 14 per cent. and as 
high as 8U per cent. An average of 45 per cent. 
is probably fair. Hemorrhage, shock and sepsis 
may all together cause the fatal result or only 
one of these factors may cause death. 


CASE REPORT. 


Mrs. S. R., a primigravida 21 years old, was 
delivered by low forceps six hours after labor 
began. Her condition was splendid all during 
labor, but the vigorous character of the second 
stage disturbed her so much that it was deemed 
fair to apply low forceps, especially since the 
head was in sight. Delivery was accomplished 
without untoward incident. <A _ slight seeond- 
degree tear of the perineum was repaired with 
eatgut. <A half-hour later the placenta was 
delivered by Credé’s method; I personally took 
care of the expression of the placenta. There 
was no unusual difficulty in accomplishing this, 
and the uterus relaxed and contracted in a 
normal way. In the removal of the placenta, 
it was observed that only half of the membranes 
were present, but as there was no undue bleed- 
ing it was decided to leave them alone. The 
patient was put back to bed with a fair pulse, 
rate 120. 

Five hours after delivery I was called to the 
hospital because the pulse was rising and bleed- 
ing was more than usual. There was no evidence 
at, this time of shock. I decided that probably 
the membranes that were left in the uterus were 
accounting for the hemorrhage and, after bi- 
manual examination, determined to explore with 
the large dull ecurette, since the cervix was shut 
down and I felt that dilating the cervix for 
digital exploration might produce more shock. 
The fundus felt low and not very well con- 
tracted. Ergot and pituitrin had been admin- 
istered. On inspection, what I at first took to 
be cervix, was probably a beginning rolling out 
of the body of the uterus which was taking 
place by the cervical method of inversion. In- 
troduction of the curette was done with little 
force. The depth to which the curette reached, 
led to the suspicion of perforation and the in- 
strument immediately withdrawn. It was de- 
cided to pack the vagina, leave the ‘patient tem- 
porarily alone and treat her for shock which at 
this time had become marked. Hemorrhage 
prior to packing was profuse. The pulse was 
thready. Blocks were placed at the foot of the 
bed and morphine administered. The advis- 
ability of transfusion was considered, though 
it was believed that shock rather than hemor- 
rhage was the predominating feature. Every- 
thing was prepared for transfusion, however, 
and a group four donor was secured as this 


was found compatible with the blood of the 
patient. It was about nine hours later, on }i- 
manual examination, that uncertainty was set 
aside and a definite diagnosis of inversion was 
made. The added possibility of perforation 
made it seem desirable to reduce the inversion 
by the abdominal route. The patient was prac- 
tically pulseless at the time, with the heart rate 
150 at the apex. Upon opening the abdomen, 
a complete inversion was observed with the 
cervical end of the uterus shut tightly down 
upon its body. Allis forceps were applied to 
either side of the uterine wall, and the body 
was gradually reinverted by alternating trac- 
tion. No particular difficulty was encountered. 
After reinversion, there was discovered the evi- 
dence of a small perforation about one centi- 
meter from the left tube, the site through which 
the curette had passed. There was no undue 
bleeding, so the perforation was just closed by 
two deep catgut sutures and peritonealized. 
The uterus was hard. A small wick was intro- 
duced through the abdomen leading to the site 
of perforation and the abdominal wound then 
closed in layers up to the exit of the drain. 
While the fascia was being sutured the patient 
was transfused by the Vincent tube method, 
receiving about 750 ec. of blood. This proved 
palliative for both shock and hemorrhage. The 
patient stood the operation very well. She was 
put back to bed and further treatment for 
shock carried out. The quality of the pulse 
was now quite satisfactory. There was no com- 
plaint of pain at any time. Evidence of sepsis 
developed in twenty-four hours but remained 
localized. The lochia was foul and the uterus 
tender. There was no nausea or vomiting at any 
time and very little distention. The drain was 
removed on the fifth day. 

On the ninth day after delivery, the patient 
had a chill which lasted twenty minutes; the 
temperature arose to 104.6 and the respirations 
to 30. The patient looked anxious, but did not 
complain of pain. Physical examination re- 
vealed nothing important. In four hours the 
temperature dropped to 99, the pulse to 106, and 
the respirations to 20. The possibility of a 
small pulmonary embolus was thought of as the 
cause of the disturbance. The remainder of the 
convalescence was uneventful. The mother 
went home in three weeks and a half, and was 
discharged well with her baby. Vaginal exam- 
ination six weeks after delivery showed an in- 
voluted uterus which was normal in size, posi- 
tion and mobility; the os of the cervix was 
closed, and the vaults failed to disclose any- 
thing unusual. 


SUMMARY, 


1. A study of the literature indicates ‘hat 
acute puerperal inversion occurs about once m 
100,000 deliveries. 


2. The chief etiological factors are: Imprcper 
use of the Credé method of expressing the 
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placenta, pulling on the cord, uterine atony, 
manual extraction of the placenta a paralyzed 
cervix, intra-abdominal pressure from sneezing 
or coughing, tumors situated at the fundus and 
fundal implantation of the placenta. There is 
a difference of opinion as to their relative im- 
portance. 


3. The methods of inversion are fundal, lat- 
eral and cervical, but the occurrence of spon- 
taneous cases emphasizes the importance of the 
cervical route as a result of paralysis of the 
cervix. 

4. Prophylaxis should be carried out by per- 
sonal management of the third stage of labor 
by the obstetrician, and the early use of ice, 
ergot and pituitrin, with less manipulation of 
the uterus after the delivery of the placenta. 


5. In reducing the inversion by taxis, care 
must be taken to avoid rupture. Other oper- 
ative procedures are indicated where this fails. 


6. If shock and hemorrhage are very severe, 
these should be treated in preparation for sub- 
sequent reduction. 


7. The average mortality is about 45 per cent. 
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25. Barrie and 1 Donaldson: ate of the = 
Soc. Med. Lond., 1921, 14, 207. 


THe American Association of Anaesthetists and 
the Mid-Western Association of Anaesthetists will 
hold a joint meeting in St. Louis, May 23-24, at 
Hotel Jefferson, the first three days of the A.M.A. 


Current Literature Department. 


CHARLES H, LAWRENCE. 
HERMAN A. Oscoop 
Francis W. PaLrrey 
Epwarp H. 
WILLIAM M. SHEDDEN 
Grorce G. 
JOHN B. Swiet, Jr. 
WILprR TILESTON 
D. WETHERELL 


Ricnarp S. Evstis 
Rosert M. GREEN 
JoHN B. HAwEs, 2p 
JouHn S. Hopeson 
Frep S. Hopkins 


‘Jertov, E. (Acta Chirurg. Scandinavica, Vol. trv, 
fase. ii). Bastedo’s Symptom consists of a sensation 
of pain in the region of the appendix when the 
colon, previously emptied, is inflated. Jerlov has re- 
fined the technic by attaching a manometer to the 
rectal tube, and by attaching a distensible bulb 
which prevents the escape of gas around the tube. 
Air is introduced into the bowel until pain is felt 
in the region of the appendix, or until the pressure 
equals 120 mm. mercury. 

Ulcerative colitis, typhoid fever and dysentery are 
contraindications to the use of this test. Jerlov em- 
ployed it on 100 cases with no injurious results. He 
emphasizes the fact that it should be employed with 
great caution. The results in his 100 cases follow: 

1. Chronic catarrhal appendicitis—24 cases; 13 
positive, 11 negative. Bastedo positive (average) at 
mm. Ig. 

2. Chronie appendicitis with acute catarrhal ex- 
acerbation—19 cases; 17 positive, 2 negative. Bas- 
tedo positive (average) at 32 mm. Hg. 

3. Tleerative or gangrenous appendicitis—14 
eases; 13 positive. 1 negative. Bastedo positive at 
31 mm. He. 

4. Appendicitis with peritonitis—3 cases; 3 posi- 
tive. Bastedo positive at 33 mm. Hg. 

In 38 other cases with various intra-abdominal 
pathology, including four cases from which the ap- 
pendix had been removed, Bastedo’s sign was 
negative. 

Jerlov believes that the sign is positive when the 
wall of the appendix is indurated, even if the in- 
duration is not inflammatory. (A carcinoma of the 
appendix gave a positive test.) If the appendix is 
hound down by adhesions, however, it will not re- 
spond to the test. G. 


So-caALLeED ARACTERIAL RENAL PYURIA. 


SépEertunD, G. (Acta Chirurgica Scandinavica, Vol. 
tiv, fase. ii). The writer reviews the literature on 
the subject of abacterial renal pyuria, and quotes st 
some length from the work of Runebergs. The lat- 
ter had collected 56 cases exhibiting this condition; 
of these, 18 were cases of renal tuberculosis. Of the 
remaining 31, Runebergs had done nephrectomy in 
10. Eight of these ten showed congenital abnormal- 
ities; three showed a follicular pyelitis; in five 
the ureter was thickened and adherent. Micro- 
scopically these cases showed pyelonephritis, and in 
some sections micrococci were found. Siéderlund re- 
ports three cases of abacterial renal pyuria, all in 
otherwise healthy men. In all, the condition was hi- 
lateral. The symptoms were of gradual onset and 
consisted of frequency of urination, strangury and 
terminal hematuria. . 

The urine was turbid. Cystoscopy showed edema 
and redness of the bladder wall, with considerable 
fibrinous exudate. Ureteral specimens were turbid: 
the sediments showed pus and a large amount of 
fibrin. No bacteria could be found in stained spect- 
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mens or by culture. Repeated search showed no tu- 
bercle bacilli. 

In Case 1, Séderlund removed one kidney. It 
showed slight chronic interstitial nephritis, scattered 
glomerulitis, follicular pyelitis and a thickened pel- 
vis and much thickened ureter. It was not specific. 
After the nephrectomy in Case 1, and after several 
years in Cases 2 and 3, the condition cleared vp 
completely. This fact, the writer believes, ruled out 
tuberculosis. He is convinced that there was no 
gonococcus infection. 

He believes there are two types of abacterial renal 
pyuria, the one due to a micrococcus which is not 
discovered in the urine; the other, perhaps, due to 
the elimination through the kidney of =. toxin. 

[G. G. 


CARCINOMA OF THE PROSTATE. 


BarRINGER, B. S. (Surgery, Gynecology and Obd- 
stetrics, February, 1922) treats this condition large- 
ly from the point of view of radium. He anal 
about one hundred forty-five cases. He aened in 
conclusion that in but two per cent. of cases eanr- 
cinoma of the prostate seen at the Memorial Hos- 
pital was the disease apparently confined to the pros- 
tate alone: that routine prostatic examination of all 
patients beyond the age of fifty. irrespective of symp- 
toms, is the only rational method whereby we can 
make diagnosis of prostatic carcinoma early in the 
disease: that the results of radium treatment of 
carcinoma of the prostate are superior to operative 
removal both in causing regression of the disease 
and in coping with urinary retention. 


H. R.] 


AND MorrTarity In Cases or TuMoR oF 
THE BLADDER. 


J. (Surgery, Gynecology and Obd- 
stetrics, February, 1922) writes as follows: 

In 168 epithelial tumors of the bladder re- 
moved at operation were three benign papillomata. 
The three patients are alive on an average of five 
years after operation. In these one hundred and 
sixty-eight cases were seventy-one malignant papil- 
lomata and ninety-four solid carcinomata. Twentv- 
six (36.6 per cent.) of patients in the first group 
have been dead on an average of eleven months 
after operation, in contrast to sixty-seven (71.2 per 
cent.) of the latter group who died on an average of 
seven and one-half months after operation. 
five (43.4 per cent.) of the patients with malignant 
papillomata are alive on an average of three years 
and three months since their operation, in contrast 
to twenty-seven (28.8 per cent.) of the patients with 
solid carcinoma who are alive on an average of two 
years and three months. Forty-one and nine-tenths. 
per cent. of all patients operated on for malignant 
papilloma have lived more than three years after 
operation, only 10.6 per cent. of patients with solid 
carcinoma have lived more than three years after 
operation. The incidence of recurrence following 
operation on patients for solid carcinoma is much 
greater than that for malignant papilloma. In a 
solid tumor the local extension is generally more 
advanced; the removal requires a more extensive 
operation and the immediate mortality is greater. 

Squamous-cell carcinomata of the bladder are ex- 
tremely malignant and rapidly fatal: five of six pa- 
tients with tumors of this type died after a very 
short period of symptoms. 


Histotogy AND MorTaLity In CASES oF TUMOR OF 
THE BLADDER. 


Adenocarcinomata are about as severely malignant 


as papillomata. Of five patients, one died two years 


after operation, one had a recurrence in two years, 
three are well, two, six months and one, two years 
after operation. 

Simple angiomata of the bladder may grow so 
large as to cause obstruction. In three cases, one 
child of seven died of hemorrhage from a tumor 
growing from the bladder to the rectum; a man 
aged seventy-six years was first seen in an inoper- 
able condition; and a girl aged nineteen years had 
an extremely large tumor in the dome of the bladder. 
This was removed, and five years later the patient 
was perfectly well. . 

Myomata of the bladder often grow very large. 
There was one patient in the series with myoma. 
Eight years after the removal of a large tumor the 
patient was alive and well. 

Generally myxomata occur in 
infants in the series had myxomata ; 
ly after operation. 

Sarcoma is probably the rarest and most malig- 
nant of vesical tumors. It occurs in middle-aged 
persons, metastasizes extensively, and has a tend- 
ency to recur rapidly. = eo sarcoma in the series 

inoperable ge. 
was seen at an iInope H. RJ 


persons. Two 
both died short- 


Synoviat MEMBRANE TuMORS OF JOINTS. 


HarTMAN, FRANK W. (Surgery, Gynecology and 
Obstetrics, February, 1922) writes a very interest- 
ing article on this little-discussed subject. His ar- 
ticle is illustrated with microscopic sections and 
case histories. He does not go into the literature 
on the subject, nor does he classify the various le- 
sions. The question arising in face of knee-joint 
tumors is that of saving the limb and the function 
of the joint. It has been found that tumors of low- 
grade malignancy can often be entirely removed 
without recurrence and a functioning joint secured. 
These cases, however. are comparatively few, and 
most of them require resection of the joint. 


[B. H. R.) 


Sacrat ANAESTHESIA IN UROLOGY. 


Atspert J., Jn. (The Journal of Urology, 
August, 1921). An anaesthesia that will not apprecia- 
bly increase the work of the kidneys, such as sac- 
ral anaesthesia, is a desirable asset. In the urologi- 
cal examination of any large group of cases there 
is a certain percentage requiring a complete anaes- 
thesia of bladder and urethra. Spinal anaesthesia, 
while it affords excellent relaxation, induces too ex- 
tensive anaesthesia for minor operations. It inevi- 
tably keeps the patient in bed for a certain time. 
and carries with it a definite element of danger if 
not handled by an operator skilled in its use. Ether- 
ization must be very deep before relaxation of the 
bladder is obtained, and like spinal, it necessitates 
hospitalization for the patient. The restlessness and 
movements of the patient under a general anaesthetic 
greatly interfere with the accuracy and expedi- 
ency of the examination. Sacral anaesthesia has 
been found valuable in the examination of con- 
tracted, irritable bladders, particularly those of tu- 
berculous origin. The insertion of radium needles 
into malignant prostates, fulguration of tumors of 
the bladder, urethral and ureteral dilatation, lithola- 
paxy and other operations have been readily car- 
ried out under this anaesthetic. The injection 1s 


made by passing a thin, spinal puncture needle 
through the sacral hiatus; then 30 cc. of 

prepared solution of a mixture of novocain, sodium 
chloride. and sodium bicarbonate is injected. Care 
is necessary that this be entirely an extradural 
injection. {B. D. W.} 
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ology, has held the floor. More recently, serol- 
ogy came to the front. At the present mo- 
ment, chemistry is being actively exploited as 
the one field of investigation which is going to 
? __. clear up all that is medically unknown. 
Published The Society under the Each line of work is, in turn, drained of its 
Gin easy, obvious possibilities as the nuggets of 


gold were picked up by the early prospectors. 


For two years Homer Gace, M.D., Pathology has now reached the stage of hy- 
Epwaxp C. i draulie mining. The problems remaining to be 
For one year Wituam H. Rosey, Jn, M.D. solved require a high degree of ability and 


Rocer I. 
B. Oscoop, M.D. 
EprroriaL Starr. 


Davin L. Epsatt, M.D. 
Water B. Cannon, M.D. 
Rew 


training, in addition to time and patience. 
There are three more or less interrelated 
problems connected with the present status of 
pathology that deserve brief consideration, 
namely, teaching, hospital laboratories and 


Francis W. Pgasopy, M.D. research. 
Joun P. SuTHer.anp, M.D. 
8. JFousson, M.D. It goes without saying that all men who 


teach pathology should first have at least two 
Editor. years of thorough training under competent 
Editor. y the laboratory of 
SUBSCRIPTION TERMS: $6.00 per year in advance, postage poid a hospital in order that they may see and stud 
foreign countries be- 4 large amount of pathological material de. 
Material for carly publication should be reocived net later then rived from post-mortem examinations and sur- 
noon on Saturday. Urders for reprints must be sent to the pri, gical operations. They require special drill 


P. Bowers, M.D., Managing 
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THE PRESENT STATUS OF PATHOLOGY. 


hold itself responsible for statements made 


and experience in their own line of work, just 
‘as much as the men who become internes in 
medicine, surgery and the specialties, before 
they are qualified to give instruction to others. 

Most men do not care for teaching. It is an 


| art by: itself with which but few are gifted, 


but a certain degree of success in the art may 


MEN of the best type are no longer being at- be attained by most men with proper coaching 
tracted into pathology as a life work, but only and training. To teach well is a very useful 
as a stepping-stone to some other branch of ) and needful accomplishment for medical in- 
medicine, such as surgery. There are at least structors, because the students pay to be taught 
two reasons which may be assigned for this; what is known about the various subjects 
state of affairs. One is that the salaries paid studied and how best to make use of the knowl- 
to teachers of pathology are not adequate as edge acquired. Hence knowledge of his sub- 
compared with those received by clinicians, | ject and ability to teach are probably the most 
even by those engaged on the full-time basis. important requirements of a professor in a 


The other is that the rewards of research in 
pathology do not seem so many and so promis- 
ing as in other, newer lines of investigation. 

The young medical man, after years spent 
in acquiring his education, needs and wants 
money and, if he is scientifically inclined, a 
fruitful field for investigation. If he is to suc- 
ceed, he must advertise himself, and the pub- 
lication of research work is the one way in 
which, at the present time, he can most suc- 
cessfully do so. When a man is discussed for a 
position in a medical school, almost the only 
question asked is, ‘‘What has he published?’’ 
The longer the list of his published papers 1s, 
the better are his chances of obtaining the posi- 
tion. Nothing else counts for very much, least 
of ali, teaching ability. 

Pathology seems to be regarded by many as 


a finished, dead subject, like anatomy, with lit- 


tle or nothing left to discover. For the past 
generation or more, an offshoot of it, bacteri- 


medical school. Research ability has its use 
there, but plays a minor part. 

To obtain well-trained men with teaching 
ability costs money, and medical schools are 
not inclined to pay the price. They usually 
will put in a good head of a department at a 
fair salary, but limit his budget and force him 
to obtain almost anyone available to fill each 
instructorship. This is not the best way to 
build up a strong department which should be 
constantly developing the ‘teachers of the 
future. 

There has arisen, within the last few years, 
but especially since the war, a great demand 
for pathologists for hospitals, partly owing, it 
is to be hoped, to a better appreciation of their 
usefulness to the clinician, but partly on ac- 
count of the desire of the hospitals to 
be ranked in Class A. As a result, almost 
anyone, at the present time, who will call 


himself a pathologist, can obtain a position. 


j 
Rosert W. Lovett, M.D. 
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The demand far exceeds the supply. ‘The sal- 
aries paid are out of all proportion to the ac- 
tual pathological training and knowledge 
which many of the men have acquired; for 
example, from personal observation, $2000 and 
maintenance, $4000 and $5000 a year for recent 
graduates with only one year’s training in a 
pathological laboratory. With such opportuni- 
ties before them, few men will accept teach- 
ing positions in a school at one to two thou- 
sand dollars a year, or less. 


There are, however, certain disadvantages 
connected with these newly created positions 
for pathologists. The incumbents are expected 
to know and to be able to do everything in 
pathology, bacteriology, serology, and clinical 
pathology, including blood chemistry. It is as 
though a man, after one year’s surgical interne- 
ship, were compelled to do with equal authority 
and facility, surgery, gynecology, eye, ear, and 
the other surgical specialties. Naturally, it can't 
be done except in a very superficial way that 
often may have dangerous results. 

These new openings in pathology, however, 
are going to force the medical schools to pay 
better salaries to their instructors of this sub- 
ject or get along with very inferior men, ex- 
cept in so far as they obtain the occasional 
young man who looks ahead and plans for the 
future. As an independent pathologist work- 
ing without supervision, he will not get far. 
His reward will be a large salary while young, 
with little prospect of much advancement or 
improvement in the future and small oppor- 
tunity for investigation. If he really wishes 
to arrive somewhere near the top in his chosen 
field, he must work for years under good men, 
in hospital laboratories and in schools, teach- 
ing and investigating, otherwise he will not de- 
velop and broaden out. 

In the larger hospitals, where a staff of as- 
sistants is available and the different lines of 
work are under the charge of separate men, 
the position of pathologist becomes most de- 
sirable. He is in the ideal position, at the 
fountain head of pathological problems which 
stimulate him to investigation. His energies 
are not exhausted by executive work and the 
teaching of undergraduates. He has all he 
wants in that line in training his assistants 
and such graduate students as he may admit 
to the laboratory. The salaries paid to well- 
trained men in these positions run as high as 
$8000, with a vearly budget of $45,000. This 
is the latest authoritative quotation, but larger 
amounts have been demanded. 

Nearly thirty years ago a young medical 
graduate, now a professor in one of our best 
medical schools, formulated the following as 
the way to write a medical paper: three weeks 


in the laboratory, three months in the library, 


one hundred and twenty to one hundred and 
fifty abstracts from the literature. Living up 


to that principle made him and has paid him, 
but his contributions to medical science have 
not been noted for originality. 

Since then, investigation — research work — 
has become the greatest fad of the medical 
schools. It counts above everything else. Un- 
questionably it has its uses—to advance knowl- 
edge, to test out the teachings of the past, to 
correct mistakes. Unfortunately it has grown 
to be a great advertising scheme. Almost 
everything else is sacrificed to it. The ideal 
seems to be a line of research where every ex- 
periment performed can be rushed into print. 
Few men are content to work and wait until 
they can publish digested results. Investiga- 
tions, of which all that is new could easily be 
presented in twenty to thirty pages, have been 
expanded to hundreds. The limit has already 
been reached, it is to be hoped, in luxurious 
monographs with wide ges and single il- 
lustrations to the page. 

Few men are born investiganters: the manu- 
factured kind is common enough; fewer still 
are original. Medical schools make little at- 
tempt to obtain, develop and aid in every way 
the true variety. Instead, they often seem to 
prefer to seek out and reward those possessing 
self-assurance, aggressiveness, and ability to 
advertise. 

To sum up these criticisms, which apply to 
other departments as well as to that of pathol- 
ogy: there is a strong tendency to pay too 
much attention to research work, too little to 
training students and assistants in fundamen- 
tals, the most important work of a medical 
school. Instruction and training should come 
first; when they are thoroughly organized and 
in perfect running order, research work may 
be considered. 

There is still opportunity for discoveries in 
the field of pathology. The bacteriology and 
pathology of most of the commoner infectious 
diseases have been pretty thoroughly worked 
out; the essentials are known. But there still 
remain plenty of problems for study, as, for 
example, the causes of various chronie toxic le- 
sions, such as those occurring in the liver, kid- 
neys, pancreas, and blood-vessels. Sampson, 
of Albany, has just shown in his brilliant work 
on “Ovarian Hematomas of Endometrial 
Type,’’ what a born investigator, with both 
clinical and pathological training, can do in 
the field of special pathology. The recent work 
on rickets, by a group of men in different 
fields of medicine working together, illustrates 
the value of codperation. There is too little 
of it in our medical schools. Indifference or 
jealousy is much more common. The tendency 
with holders of research funds is to hire young 
men who have had little or no special training 
in any line of work and set them to covering 
all sides of any subject under investigation, so 
that any results obtained will redound solely 
to the credit and glory of the department con- 
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cerned and of the man at the head of it. They 
would get farther and accomplish more if they 
worked in hearty codperation with their ex- 
pert colleagues. 


A PHYSICIAN IN THE CABINET. 


Wirn the appointment by President Hard- 
ing of Dr. Hubert Work of Pueblo, Colorado, 
as Postmaster-General, there is a physician in 
the Cabinet for the first time since Dr. 
James McHenry served as Secretary of War 
in the Cabinets of Washington and Adams. 
So long ago as 1892, Dr. H. O. Marcy, 
now of Cambridge, suggested to the Coun- 
cil of the Massachusetts Medical Society that 
it would be for the advantage of the medi- 
eal profession to create the position of cabinet 
officer of public health. The Council decided 
that a position in the Cabinet would not in- 
crease the efficiency of a public health officer 
and shortly the agitation was dropped. 

Dr. Work’s appointment indicates that a 
physician may develop executive ability, al- 
though the practice of medicine per se does not 
conduce to such attributes of character. Dr. 
Work, after practising medicine in Colorado, 
managing a sanatorium in Pueblo, made him- 
self useful to the National Republican Com- 
mittee, showing there that he was an executive 
of a high order of merit. He presided over the 
meetings of the House of Delegates, the gov- 
erning body of the American Medical Associa- 
tion, showing that he possessed the ability of a 
presiding officer, a rare quality in medical 
men; now he is president of that organiza- 
tion, and therefore is in touch with the larger 
policies of medicine as they apply to the pub- 
lic. He has had a year’s experience as Assist- 
ant Postmaster-General under Will H. Hays, 
whose resignation went into effect March 4. 
It is to be hoped that he may improve the 
quality of the postal service, which has been 
poor since the war. Being in the President’s 
official family, he will be able to join with 
Brigadier-General Sawyer, the Executive's 
personal physician, in giving advice on legis- 
lation touching the interests of the medical 
profession. We welcome the entrance of a 
physician to the official family of the Presi- 
dent, and wish him all success. 


MID-WINTER CLINICS OF THE MAINE 
PUBLIC HEALTH ASSOCIATION AND 
THE MAINE MEDICAL ASSOCIATION. 


THESE exercises were held at the Eastern 
Maine General Hospital and the Chamber of 
Commerce, Bangor, Maine, on February 20 
and 21, 1922. There were medical, surgical, 
venereal, x-ray, and orthopedic clinics, and a 
comprehensive program, including exhibits and 
scientific papers. 


Massachusetts was well represented by Dr. A. 
K. Stone, who spoke on The Influence of Or- 
ganization in Reducing Death Rate. Dr. Eu- 
gene R. Kelley discussed the Future Relation- 
ship of the Nursing and Medical Professions 
and Child “Welfare Work as a Preventive 
Health Measure. Dr. Channing Frothingham 
gave the results of his study on The Relation 
of the Cults to General Medicine, and Dr. F. 
B. Lund presented the subject of An Ancient 
Conflict between Poetry and Anatomy. 

Maine physicians also took prominent -_ 


in the presentation of papers and 
discussions. 

NEWS ITEMS. 


Worcester State Hosprrau.—Dr. Oliver H. 
Stansfield was the speaker at the staff lunch- 
eon at this hospital, February 17. His subject 
was the ‘‘Diagnosis and Treatment of Heart 
Disease.’’ On the second of March, Dr. Philip 
Cook spoke on the subject of X-ray Interpre- 
tation. 


Tue regular meeting of the Worcester Dis- 
trict Medical Society was held on Wednesday, 
March 8th, in the University Club rooms, 377 
Main Street. Program: ‘‘ Epidermophytosis,”’’ 
Dr. Charles J. White, Boston; ‘‘The Labora- 
tory Investigation of Epidermophytosis,’’ Dr. | 
Arthur W. Greenwood, Boston; ‘‘The Late 
Syphilitie and Therapeutic Problem,’’ Dr. 
George A. Dix, Worcester. The discussion was 
opened by Dr. Clara P. Fitzgerald, Worcester. 


THe monthly meeting of the Lawrence Medi- 
eal Club was held February 27, with Dr. Leith, 
at the Y. M. C. A. rooms. The chairman for 
the evening was Dr. Look. Subject: ‘‘Pneu- 


-monia,’’ by Dr. Edward Libby, Boston. 


Massacnuuserts Generat Hosprrau.—aA Staff 
clinical meeting was held Monday, March 13, 
1922. Program: ‘‘Points Concerning Bile 
Pigment Metabolism,’’ Dr. Chester M. Jones; 
‘*Studies of the Causes of Death in Early In- 
faney,’’ Dr. Eli C. Romberg; ‘‘Results from 
Quinidin Therapy,’’ Dr. Louis E. Viko; 
‘‘Metabolism in a Case of Acute Myelogenous 
Leukemia,’’ Dr. William G. Lennox. 


Girt To THE MepicaL ScHoo. or WESTERN 
RESERVE Universiry.— Samuel Mather has 
given $2,500,000 to this institution. This sum 
is in addition to previous gifts totaling $800,000. 


UNIVERSITY OF CINCINNATI CoLLEGE or MEpI- 
cinE.—A campaign is under way to secure an 
endowment fund of $216,000 for this college, 
which will make a total of $2,000,000 for 
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1920-1921. When this is secured, the Rocke- 
Teller Foundation will add $700,000, and the 
Carnegie Foundation $200,000. Ohio has am- 
bitions for the creation of medical schools 
which will gain recognition throughout the 
world. 


Tue New Frevp Secretary OF THE NATIONAL 
COMMITTEE FOR THE PREVENTION OF BLINDNESS. 
—Mr. Lewis H. Carris, of Washington, D.C., 
has accepted the invitation of the National 
Committee for the Prevention of Blindness to 
become its Field Secretary, and has already 
entered upon his work. Mr. Carris was, until 
January 15th, Administrative Head for the 
Federal Board for Vocational Education, in 
charge of the administration of the Federal 
Vocational Educational Act and the Industrial 
(civilian) Rehabilitation Act. 

As Field Secretary, Mr. Carris will assist lo- 
cal and state organizations interested in the 
campaign for the prevention of blindness and 
the conservation of vision. He will also assist 
school authorities in the organization of spe- 
cial classes for school children of such limited 
vision that they cannot profitably use the 
books and other educational equipment for 
normally sighted children. 


Durine the week ending March 4, 1922, the 
number of deaths reported was 322 against 
217 last year, with a rate of 21.98. There 
were 51 deaths under one year of age against 
30 last year. 

The number of cases of principal reportable 
diseases were: Diphtheria, 76; scarlet fever. 
40; measles, 154; whooping-cough, 9; typhoid 
fever, 5; tuberculosis, 56. 

Included in the above were the following 
eases of non-residents: Diphtheria, 12; sear- 
let fever, 6; measles, 1; tuberculosis, 6. 

Total deaths from these diseases were: Diph- 
theria. 4; searlet fever, 1; tuberculosis, 22. 


Included in the above were the following, 


eases of non-residents: Diphtheria, 2;  tu- 
bereulosis, 2. 
Influenza eases, 207; deaths, 9. 


Lobar pneumonia eases, 93; deaths, 41. 


Harvarp Mepican 
The Harvard Medical Alumni Association is 
planning to hold its annual meeting on Thurs- 
day, May 18th, 1922. Owing to the disarrange- 
ments during and after the late war, the af- 
fairs of the Association have been considerably 
in abeyance. This organization is now planning 
to resume activities. A very attractive program 
is being prepared for this coming annual meet- 
ing. and a copy of this in full detail will be 
mailed later. The meeting will begin in 
the morning, and there will be eclinies at the 
Massachusetts General Hospital, Peter Bent 


Brigham Hospital, and Boston City Hospital. 
Following lunch and business meeting, a visit 
to the Harvard Medical School will be made, 
where the Society will be entertained by vari- 
ous heads of departments. There will be a din- 
ner at the Harvard Club after this, and accounts 
given of the present activities of the Medical 
School, and its hopes for the future. 


Strate Hosprrats For Care or SIcK AND 
CHILDREN.—Under the Depart- 
ment of Public Welfare, the hospital for the 
eare of sick children of normal mind will be 
completed early this year, relieving the State 
Infirmary at Tewksbury of about 100 children. 
Also, under the large building program at 
Belchertown, about 200 feeble-minded children 
will be transferred from Tewksbury, and with 
the six new units added to the present hospital 
accommodations at Tewksbury, the State In- 
firmary will have much-needed relief. 


The Massachusetts Medical Society. 


MEMBERSHIP CHANGES FROM JANU- 
ARY 1, 1922, TO MARCH 1, 1922. 


INcLupING deaths, action by the Council, 
namely, retirements, resignations, deprivations 
for non-payment of dues, transfers from one dis- 
trict to another without a change of legal resi- 
dence; also changes of residence and address 
and errors in the Directory of January 1. 1922, 
as reported previous to March 1. 

Compiled by the Secretary of the Society. 


ALPHABETICAL LAST. 


Adamian, Hovsep Garo, from Lawrence to Fresno, 
California, 2424 Ventura Ave. 

Adams, William Carlton, East Taunton, now 375 
Middleboro Avenue. 


Allen. Gardner Weld, Boston, retired by Council, Feb. 


1, 1922, 374 Commonwealth Ave. Mark name with 
dagger. 

Ash, Richard Maurice. Quincy, now 2 Abbey Road. 

Baleom, Kenneth Ira, Worcester, now 134 Lincoln St 

Barach, Alvan Leroy, from Boston to New York City, 
38 East 68th St. 

Barney, James Dellinger. Boston, now S7 Marlbor- 
ough St. 

wathey. John Joseph. Lawrence, now 334 Haverhill 


Joseph died at Attleboroug», Feb- 
ruary 23, 1922, aged 79 

Berry, William Christopher, died at Roxbury, Febru- 
ary 8, 1922, aged 62. 

Blake, Gerald, Boston, now 311 Beacon St. 

Blake. a Gray, died at Woburn, January 26, 
1922, aged 58 

Boivin, Omer Emédeé, Fall River, 187 No. Main St. 

Rowen. James Francis, St. Louis, Mo., U.S.P.H.S. 
Dispensary. 

Briggs. Maurice Taggart. Delete second “v” from 
Drivve. 

Brindisi. Rocco, Boston, 147 Richmond St. 

Brownrigg. Albert Edward, Nashua, N. H., Highland 
Spring Sanatorium. 
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St. Carleton Wheeler, Newburyport, now 194 


Bunker, ae Alden, Jr., from Medfield to Brook- 
line; office, Boston, 240 Newbury St. 

Burt, Clarence Edward. Delete “Westport, Office.” 

Butler, Patrick Francis, Boston, now 35 Bay State 


Road. 
Butterfield, George Kittredge, from MHathorne to 
Providence, R. I1., 305 Blackstone Boulevard. 
Callahan, Henry Alphonsus, from Jamaica Plain to 
Medical Corps, U. S. Army. 

Capeles, Thomas Francis, Haverhill, now 191 Merri- 
mack St. 

Carey, Bernard William, from Fitchburg to Win- 
throp; office, Boston, State House, Room 546. 

Carroll, Henry Gerald, from Peabody to Salem, 309 
Essex St. 

Cary, Foster Harrington, 
Metropolitan Building. 

Chapman, William Harden, Hingham, now Summit 


St. 

Cheever, Austin Walter, Boston, now 21 Bay State 
Road. 

Conner, Homer Leigh, from Haverhill to Medical 
Corps, U. S. Army. 

Coreoran, George Bartlett, West Springfield, now 84 
Park St. 

Cété, Corinne Rhea, from Worcester to Boston, 483 
Beacon St. 

Coues, William Pearce, from Norfolk to Suffolk 
(Council), Boston, 31 Massachusetts Ave. 

Councilman, William Thomas, retired by Council Feb. 
1, 1922, 78 Bay State Road, Boston. 

Crandall, Walter Midkiff, Medical Corps, U. S. Army. 

Cruickshank from Cruikshank, Frank Sheppard, from 
Dorchester to West Roxbury, 53 Willow St. 

Cummings, John Joseph. Delete dagger—he is not 
retired. 

Curtis, Francis George, Chestnut Hill, Newton; office, 
West Newton, City Hall, Health Dept. 

Curtis, Robert Dudley, from Boston to Newton Cen- 
ter: office, Boston, 355 Marlborough St. 

Cushman, Howard Lewis, Methuen; office, Lawrence, 
457 Essex St. 

Daly, Jeremiah James, Andover; office, No. Andover, 
26 Second St. 

Derby, Joseph Patrick, Springfield, 525 Main St. 

Devere, Fred Hewitt, Auburn, R. IL. 667 Park Ave. 

Dewis, John William, Brookline; office, Boston, 270 
Commonwealth Ave. 

Durrie, Anna Belle, resignation accepted by Council, 
Feb. 1, 1922. Cross off name. 

Fikind, Henry Byron, Worcester, now 28 Pleasant St. 

Enebuske, Claes Julius, from East Boston to Boston, 
365 Massachusetts Ave. 

Farrar, Lonnie Oliver, from State Farm to State Col- 
ony, East Gardner. 

Finnegan, Philip Joseph, Salem, now 82 Washington 


Sq. 
—_ Henry Bird, resignation accepted by Council 
eb. 1, 1922. 
Fitz, Reginald, from Roxbury to Rochester, Minn., 
Mayo Clinic. 
va Elisha, Boston, from 92 to 192 Marlborough 


Fiest, Everett, retired, from Palmer to Mt. Dora, 
Florida. 


Ipon + Flynn, Henry Lawrence, Jamaica Plain (Bos- 
a), 204 South St. Restored by Council Feb. 1, 
1 ; 


Forster, Robert William, died at Lawrence, Feb. 7, 
1922, aged 46. 

ee ee Frank, resignation accepted by Coun- 
cil, Feb. 1922. 

French, Chavies Ephraim, Lowell, now 9 Central St. 

Friedman, Harry Falk, from Boston to Allston; office, 
Boston, 270 Commonwealth Ave. 


Denver, Colo., now 266 


Frost, Harold Maurice, from Norfolk to Suffolk 
(Council), Boston, 374 Marlborough St. 

Gaffney, Mary Evangeline, from Greenwood Moun- 
tain, Me., to Wallum Lake, R. I. 

Gannett, William Whitworth, joined the Society 
in 1877, not 1887. Change date. 

Garbelnick, David Abraham, from Bradford to Haver- 
hill, 25 Lawrence St. 

Généreux, Edmond Alfred, from Webster to Millville. 

Gillon, Charles Joseph Carroll. “Carroll” omitted 
in Directory of Jan. 1, 1922. 

Golden, Lazarus, from Norfolk to Suffolk (Council), 
Boston, 99 Green St. 

Goodwin, —— Merle, resignation accepted by Coun- 
cil, Feb. 1922. 

Gookin, Renee Richard, from Dorchester to Medical 
Corps, U. 8S. Army. 

Graham, Douglas, retired by action of Council, Feb. 
1, 1922. Mark name with dagger. 

Green, John Orne, ret retired; died at Boston, Jan. 5, 
1922, aged 80 

Greenwood, Sewall Elliot, eae retired; died at 
Templeton, Feb. 5, 1922, aged 68 

Haley, William Thomas, from Salem to Boston, 531 
Beacon St. 

Hamblet, Mary Lucia, Wallum Lake, R. I. “lake” 
omitted in Directory of Jan. 1, 1922. 

Hamilton, Albert John Adams, now 270 Common- 
wealth Ave., Boston. 

Hamilton, Robert DeLancey, Newburyport, now 220 
High St. 


Hamilton, William John, from Newton Center to 
Westwood, Westwood Lodge. 

Hartnett, Edward Henry Lewis. Delete first “t.” 
His name is Harnett. 

Healy, William, West Natick. Delete “P. O. Box 223.” 

Hoberman, Samuel, Malden, now 115 Salem St. 

Hussey, Earle Edward, from Newport, R. 1., to Fall 
River, 422 No. Main St. 

Jackson, Roy Chase, from Worcester to Middletown, 
Conn., Connecticut State Hospital. 

Janjigian, Robert Rupen, from Bangor, Me., tu 
Wilkes-Barre, I’a., Wilkes-Barre City Hospital. 

Jewett, Everett Porter, from West Springfield to 
Three Rivers (Palmer), 100 Maple St. 

Kassels. Change to Kassees. 

Kelleher, Jeremiah Edward, Haverhill, now 120 Em- 
erson St. 

Kernison, Frederick Marshman, from Newton, N. H., 
to Boston, 654 Tremont St. 

Khoury, Kamel, resignation accepted by Council, Feb. 
1, 1922. 


King, Nicholas James, Roslindale, now 63 Ashland 
S 


t. 
Lacey, Walter Hamer, Keene, N. H., now 85 Wash- 
ington St. 
La Liberté, Elie Joseph, Fall River, now 131 So. Main 
St. 


Lavelle, Gertrude Helen, from Worcester to Natick, 
1 Lincoln St. 

Leith, Richard Bliss, Lawrence, now 575 A Essex St. 

Limauro, Louis Herbert, Lynn, now 158 So. Common 


St. 

Litchfield, William Harvey, from Brookline to Mar- 
blehead. 73 Front St. 

Long, Rufus Wilfred, from Manchester, N. H., to 
Lowell, 226 Merrimac St. 

Marcley, Walter John, Minneapolis, Minn., now 5110 
Wentworth Ave. 

Marvin. Harold Myers, resignation accepted by Coun- 
cil, Feb. 1, 1922. 

McAllister, Frederick Danforth, Methuen ; office, Law- 
rence, 301 Essex St. 

McCarty, James Joseph, retired (Council), from Low- 
ell to Minneapolis, Minn. 

McDermott. Joseph Edward, from Boston to Charles- 
town. 296 Bunker Hill St. 
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a Arthur Otis, Haverhill, now 100 Emer- | Titus, Raymond Stanton, from Boston to Jamaica 
son St. Plain; office, Boston, 65 Bay State Road. 


seseden, Florence Lynden, from Watertown to Phil- 
adelphia, Pa., 1530 Spruce St. 

Merrill. Everett — resignation accepted by 
Council, Feb. 1, 

Merritt, Robert bBo resignation accepted by Coun- 
cil, Feb. 1, 1922. 
Mikolaitis, Casimir John, Lawrence, now 90 A Law- 

renee St. 

Morse, Frank Leander, resignation accepted by Coun- 
cil, Feb. 1, 1922. 

Mudge, Otis Pope, Amesbury, now 152 Main St. 

Munro, Walter Lee, Providence, R. 1. now 62 No. 
Main St. 
Myers, Edmund, Boston, now 661 Tremont St. 
Nye, Robert Nason, from Boston to Forest Hills (Bos- 
ton), State Antitoxin and Vaccine Laboratory. 
Ober, Frank Roberts. Change year of entrance to 
Society from 1901 to 1914. 

Oberg, Frank Thorwald, resignation accepted by 
Council, Feb. 1, 1922. 

O’Connell, Andrew Edward, Worcester, now 6 High 
St. 


O'Connor, Joseph William, Worcester, now 208 Hizgh- 
land 

Oviatt, George Alexander, of South Sudbury, died at 
Waltham, Feb. 26, 1922, aged 72. 

Parris, Roland Oliver, from Brookline to Waban 
(Newton); office, Boston, 636 Beacon St. 

lattrell, Arthur Ellis, was transferred from Worces- 
ter to Suffolk by Council, Feb. 1, 1922. No change 
of address. 

Parsons, Azariah Worthington, Mexico City, now 
Ave. Madero, 10 

earl, Samuel Maurice, from Norfolk to Suffolk 
(Council), Boston, 37 Chambers St. 

Penhallow, Dunlap Pearce, Medical Corps, U. S. Army. 

Phillips, Karl Tristram, resignation accepted by 
Council, Feb. 1, 1922. 

Pigeon, James Cogswell Du Maresque, retired by 
Council, Feb. 1, 1922. Mark name with dagger. 
Piper, Frank, from Boston to Cambridge; office, Bos- 

ton, 53 Mt. Vernon St. 
Ratté, Arthur Andrew. Delete accent over “e.” 
Reid, William Duncan, Boston, now 21 Bay State 
Road. 
Robinson, William Perry, change from Haverhill to 
Ayers Village (Haverhill) 
Boston, now 479 


Rockwell, Liewellyn Harrison, 
Beacon St. 

Round, Arthur Morey, retired by Council, May 31, 
1921. Mark with dagger. 

Rowley, oe died at Lanesville, Jan. 29, 1922, 
aged 5 

‘Sallie Harding, from East Boston to Ar- 
lington, Office, East Boston, 103 Cottage St. 

Shaw, John William, Newburyport, now 7 Orange 
St 


Sheehan, Edward Bernard, from Brookline to Bos- 
ton, 520 Beacon St. (Council). 

Sherburne, Andrew Edward, from Dorchester to 
Portsmouth, N. H.. Islington Rd. 

Smith, Lawrence Weld, Brookline; office, Roxbury, 40 
Wigglesworth St. 

Smith, Richard Isley, Boston, Boston City Hospital. 

Smith, Walter Anson, retired by Council, Feb. 1, 
1922, Mark with dagger. 

Stack, John Joseph; deprived < the privileges of 
fellowship by Council, Feb. 1, 1922. 

Stone, Ralph Edgarton, Bg now 221 Cabot St. 

Street. Lionel Alexander Burnet, resignation accepted 
bv Council. Feb. 1, 1922. 

Sullivan, William Joseph, Lawrence, 273 Haverhill 
St. Delete “N” from before Haverhill. 

Supple, William Raymond, Cambridge: office, Boston, 
362 Commonwealth Ave. 


Tolman, Henry. Delete “Jr.” from his name. 
ee George Thomas, Milton, 110 Highland St., not 


Vaughan, Jonas Hobart; resignation accepted by 
Council, Feb. 1, 1922. 

Vivian, William James, from Worcester to Jamaica 
Plain (Boston), 220 South St. 

Vose, Robert Henry, from Norfolk to Suffolk (Coun- 
cil), Boston, 443 Beacon St. 

1922 } Wallace, Harold Lowe, Allston (Boston), 56 
Park Vale Ave., restored by Council, Feb. 1, 1922, 

Weissman, Ruth, from Long Island to Roxbury, 45 
Townsend St. 

Welles, Edward Sawtelle, resignation accepted by 
the Council, Feb. 1, 1922. 

— Charles Douglas, Worcester, now 340 Main 

t. 


Wheeler, Lucia Anna, from Waterville, Me., to Wer- 
nersville, Va., State Asylum. 

Whelan, Charles, Hingham; office, Boston, now 375 
Commonwealth Ave. 

Williams, Carl Alonzo, Worcester, now 3 Irving St. 

Winestine, Frederica, resignation accepted by Coun- 
cil, Feb. 1, 1922. 

Winsor, Allen ellington, Lrookline; office, Boston. 
402 Marlborough St. 

Wood, Leonard, from U. S. Army to Manila, Phil- 
ippine Islands. 

Wood, William Franklin, from Brighton to Palmer, 
Monson State Hospital. 


Locat LAstT. 


ALisTon. Add to list the names of Friedman, H. F., 
and Wallace, L. 

ANDOvER. Mark name of Fuller, J. R.. with dagger. 

ARLINGTON. Add name of Saunders, Sallie H. 

ae Delete name of Battershall, Joseph 


Boston. Mark Allen, G. W., with a dagger; also 
Councilman, W. T. (Council). Delete the follow- 
ing names: Barach, A. L.: Fremont-Smith, Frank; 
Green, J. O.; Haggert, G. E.; Irving, F. C.; Nye, 
R. M.; Piper, Frank; Stack, J. J.; Weissman. Ruth; 
Welles, B. S.; Winsor, A. P. Add the following 
names: Coues, W. P.; Enebuske, C. J.; Frost, TH. 
M.; Golden, Lazarus: Haley, W. T.: Kassees in- 
stead of Kassels; McPherson, G. E.; Pearl, 8. M.: 
Sheehan, E. B.: Smith, R. I.: Vose, R. H. 

Braprorp. Delete Garbelnick, D. A. 

BRooKiIne. Delete these names: Chase, H. L.; Coues, 
W. P.; Frost, H. M.; Litehfield, W. H.; Sheehan, 
BE. B. Add these names: Bunker, H. A., Jr.; Irv- 
ing, F. C.: Winsor, A. P. Mark name of Douglas 
Graham with a dagger. (Council, Feb. 1, 1922.) 

CaAmMpBRIDGE. Add name of Brides, A. B., and change 
first initial of Campbell, G. M., to C. 

CHARLEMONT. Add name of Parker, W. A. 

CHARLESTOWN. Add name of Hogan, D. J. 

DorcuEstTer. Delete names of Cruikshank, F. S., and 
Pearl, S. M., also first letter “t” from Hartnett. 
Add name of Kandib, A. H. 

East Boston. Delete name of Enebuske, C. J. 

East Garpner. Add this town heading and enter 
Farrar, L. O. (It has no Post Office.) 

Fatt River. Add name of Hussey, F. F. 

Fircuevre. Delete name of Carey, B. W. 

Forest Add name of Nye, R..N. . 

Franson. Add beading (See South Hanson). 

HaTHORNE. Add name of Chase, H. L. 

HAVERHIIT. Delete Conner, H. Is, and accent over 
“oe” in Ratté. Add name of Garbelnick, D. A. 

Seesuneam. Delete Saunders, Sallie H. 

JAMAICA PLAIN. Delete Berry, W. C., and Callahan, 

Add Flynn, H. L. 
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LANCASTER. Add Bartol, E. F. W. ForeEIGN. Delete Boch, Joseph. Add W Leonard, 
LANESVILLE. Delete Rowley, William. Manila, P. I pues 


—— Delete Adamian, H. G., and Forster, 


LowELL. Delete McCarty, J. J. Add Long, R. W., 
and Markham, E. W. 

Lynn. Delete Merrill, E. A. 

Add Litchfield, W. H. 

MevrietD. Delete Bunker, H. A.; Kandib, A. H.; 
McPherson, G. DB. 
MILLVILLE (Worcester). Add this heading and enter 

Généreux, E. A. 
MILTON. Delete Vose, R. H. 
NEW eon Change initials of Burt from E. W. 
to C. 
Newsury (Essex North). Add this heading. 
sy ee Change initials of Morse, F. D., to 
NEWTON CENTER. Delete Hammond, W. J. 
PALMER. Delete Flood, Everett, and add Wood, W. F. 
Peaspopy. Delete Carroll, H. G. 


Roxsury. Put dagger before name of Pigeon, J. C. 
Db. (Council). Delete Prenn, Joseph. Add Weiss- 
man, Ruth. 


SaLEM. Delete Haley, W. T Add Carroll, H. G. 
SOMERVILLE. Delete Morse, »'. L. 

SouTHBRIDGE. Delete Fitts, H. B. 

SoutH Supspury. Delete Oviatt, G. A. 
SPRINGFIELD. Delete Koplin, Harry. 

Strate Farm. Delete Farrar, L. O. 

TaunTON. Delete Ripley, H. G. 

TEMPLETON. Delete Greenwood, S. E. 

Turee Rivers. Add Jewett, E. P. 

Wasan (Newton). Add Parris, R. O. 

WATERTOWN. Delete Meredith, F. L. 

WesstEr. Delete Généreux, E. A. 

Westport. Change initials of Burt, from C. E to 
Add Cruickshank, F. 8. 


E. W. 

West Roxsury. 

West SPRINGFIELD. Delete Jewett, E. I. 

Westwoop. Add Hammond, W. J. 

Wuirman. Add Boch, Joseph. 

Wrinturop. Add Carey, B. W. 

Wosurn. Delete Blake, H. G. 

Worcester. Delete dagger from name of Cum- 
mings, J. J. Delete names of Jackson, R. C.; 
— K. T.; Winestine, Frederics. Add Prenn, 

oseph. 


NON-RESIDENTS, BY STATES AND COUNTRIES 


CaLirvornia. DeLangle, C. P., now Yountville. De- 
lete Street, L. A. B. Add Koplin, Harry, Los 
Angeles. 

Connecticut. Add Jackson, Middletown. 

Fiorma. Add Flood, Everett, retired, Mt. Dora. 
lete Vaughan, Jonas. 

Kansas. Delete Oberg, F. T. 

MAINE. Delete Gaffney, M. E.; Janjigian, R. R ; 
Wheeler, L. A. 

MARYLAND. Delete Simmons, R. H. 

Mrnnesora, Add McCarty, J. J., Minneapolis. 

NEw Add Sherburne, A. B., Ports- 
mouth. 

New York. Add Barach, A. L., New York City; 
Haggart, G. B., New York City. 

PENNSYLVANIA, Add Janjigian, R. R.. Wilkes-Barre: 
Meredith, F. L., Philadelphia; Wheeler, L. A.. 
Wernersville. 

RHope Istanp. Delete Hussey, E. BE. Add Butter- 
field, G. K., Providence; Gaffney. M. E., Wallum 
Add “Take” to “Wallum,” after Hamblet. 


MepicaL Corps, U. S. Army. Make title as shown. 
Delete Wood, Leonard. Add Callahan, H. A.;: 
Conner, H. L.; Crandall, W. M.; Gookin, B. R ; 
Penhallow, D. P.: Simmons, R. H. . 


De- 


Appress UNKNOWN. Delete Markham, E. W.; Mer- . 
ritt, R. E.; Parker, W. A.; Penhallow, D. P. 
WANTED—Addresses of Azadian, David George; Bard- 
well, Frederick Albert; Bolduc, Alfred George; 

Gwynne, Samuel Carlton; Lawlor, John Charles. 


Changes of Address and Errors in the 
Should be Sent to the Secretary, 42 Eliot 
Street, Jamaica Plain. 


Miscellany. 


LEGISLATIVE MATTERS. 


Tue CONSTITUTIONALITY OF THE SHEPPARD- 
Towner 


AN order has been introduced into the State 
Legislature by Eben S. Draper, calling for the 
opinion of the Attorney-General as follows: 


Whereas, There is now pending in the Gen- 
eral Court a bill, House, No. 181, being ‘‘ An 
Act accepting the provisions of an act of Con- 
gress relative to the promotion of the welfare 
and hygiene of maternity and infancy, and 
providing for codperation with the federal 
government’’; and 


Whereas, Doubt exists as to the constitu- 
tional right of the federal Congress to enact 
said federal act, being the Sheppard-Towner 
Act, so-called; therefore be it further 

Ordered, That the Attorney-General is here- 
by requested to transmit to the General Court 
his opinion on the following questions :— 

(1) Is the act of Congress, approved Nov. 
23, 1921, entitled ‘‘An Act for the promotion 
of the welfare and hygiene of maternity and 
infancy, and for other purposes,’’ within the 
constitutional powers of the federal govern- 
ment? 

(2) Would the Commonwealth of Massachu- 
setts, by the acceptance of said act, waive its 
rights as a sovereign State to contest the con- 
stitutionality of said act before the courts of 
the United States? 

(3) If, in his opinion, said act is unconsti- 
tutional, what procedure should the Common- 
wealth now adopt to raise the question of con- 
stitutionality before the federal courts and to 
protest against the collection of money in this 
Commonwealth by federal taxation to provide 
funds for the operation of said act? 

Speaking to this order, Henry L. Shattuck, 
in the course of his address, said: 

‘‘In the fiscal year ending June 30, 1916, 
Congress appropriated for the expenses of the 
Federal Government $678,677,859. In the cur- 
rent fiscal year the appropriations total 
$3,960,364,621, or over six times the appropri- 
ations of 1916. The internal revenue taxes 


alone collected by the Federal Government in 
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Massachusetts in 1921 amounted to $259,865,- 
213.85,—over a quarter of a billion dollars in 
one year, and a sum over six times larger than 
the total of $39,736,266.33 appropriated in 
1921 for running our entire State Government. 

‘*Formerly the main sources of Federal reve- 
nue were from the tariff and from liquor and 
tobacco. The burden of these taxes rested upon 
the several States substantially in proportion 
to population and consumption. 

‘*Today the main sources of Federal revenue 
are the individual and corporate income taxes 
and the inheritance tax. The burden of these 
rests with peculiar weight upon Massachusetts 
and the other highly developed industrial 
States, and it appears that much of the money 
eollected by the Federal Government in Massa- 
ehusetts is expended upon work in other States. 
This constitutes a great drain upon the re- 
sources of Massachusetts, and adds to the cost 
ef living of all her inhabitants, whether they 
directly pay much or little in taxes. 

‘‘Let me illustrate the statement that the 
burden of these taxes falls with special weight 
on Massachusetts. While, as I have said, Mas- 
sachusetts turned over to the Federal Govern- 
ment, in 1921, the huge sum of $259,865,213.85, 
Alabama, with a population nearly two-thirds 
that of Massachusetts, contributed only $18,- 
429,531.41, or about 7 per cent. of the amount 
collected in Massachusetts, and Mississippi, 
with a population nearly one-half that of Mas- 
sachusetts, turned over only $8,996,571.95, or 
less than 4 per cent. of the amount collected in 
Massachusetts. 

**Massachusetts should therefore consider with 
special care all projects for Federal activities, 
involving, as they do, the expenditure of large 
sums of money. 

* 

‘*To reduce the problem to its simplest terms, 
Tet us suppose that the sole function of the 
United States was road building, and that 
$100,000,000 was annually collected by income 
taxes, of which $5,000,000 came from citizens 
of Massachusetts, but that only $2,000,000 was 
spent on Massachusetts roads. It is obvious 
that Massachusetts loses $3,000,000 on the 
transaction, and would be $3,000,000 better off 
if it built its own roads with its own money. 

““We are told that if we will appropriate a 
eertain sum the Federal Government will ‘give’ 
us an equal sum, but this Federal money is 
not really a gift. It is a return of, perhaps, 
30 cents on each dollar of additional Federal 
taxes collected from our citizens to meet the 
total outlay among the several States. By 
every such transaction we lose, and the major- 
ity of the States gain. 

‘The second part of the order raises the ques- 
tion of the constitutionality of these practices, 
and, more specifically, of the Sheppard-Towner 
Act, a bill for the acceptance of which is now 


before us. This act gives outright to each State 
the specific sum of $10,000 in the first year, 
and $5,000 thereafter, irrespective of popula- 
tion, and supplements this with a further sum 
of $1,000,000, to be apportioned among those 
States which appropriate a like amount, $5,000 
to each, and the balance according to popula- 
tion. The expense rests with special burden 
on Massachusetts and the other highly devel- 
oped industrial States. For example, Nevada, 
with a population of only 77,000, gets the same 
specific appropriation as Massachusetts, with 
a population of nearly 4,000,000; and Missis- 
sippi, which pays less than 4 per cent. of the 
internal revenue paid by Massachusetts, but 
has a population nearly half that of Massachu- 
setts, gets the same specific. appropriation «as 
Massachusetts, and in addition gets an appro- 
priation based on population nearly one-half 
as large as the appropriation based on popula- 
tion apportioned to Massachusetts. The fact is 
that a very small group of States, of which 
Massachusetts is one, pay most of the bills for 
the entire enterprise. The great majority of 
States get more than they contribute, and no 
wonder they are enthusiastic about this method 
of legislation. 
* * * * 


‘“We are dealing with the fundamental 
question of the power of the Federal Govern- 
ment, a question which transcends in impor- 
tance any specific piece of legislation which 
may be offered for our acceptance. 

‘‘By Article X of the amendments to the 
Constitution, it is provided that the powers not 
delegated to the United States by the Consti- 
tution, nor prohibited by it to the States, are 
reserved to the States, respectively, or to the 
people. In other words, the powers of Con- 
gress are strictly limited to those delegated by 
the Constitution. 

**Unlike the Federal Highway Act. which may 
be supported by virtue of the specific delega- 
tion to Congress by the Constitution of the 
power to establish post-offices and post-roads, 
and to regulate commerce, no specific power 
ean be found in the Constitution to support the 
Shenpard-Towner bill. If constitutional, it 
must be supported solely on the power to lay 
and collect taxes, etc., to pay debts and provide 
for the common defence ‘and general welfare 
of the United States.’ But this clause vives 
Congress no power to legislate on anv and all 
subjects it deems to be for the general welfare. 
Should any such construction be adopted. the 
very existence of the States would be threat- 
ened. Local self-government would be at an 
end. Congress would wield the sunreme 
power. Every activity of our lives would be 
regulated from Washington. And we should 
soon be in the condition of France, where every 
detail of government is regulated from Paris. 
and which, in treatises on government, is' cited 
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as a horrible example of bureaucracy gone 
mad. In fact, by reason of the immense size of 
our country, and the great diversity in climate, 
needs, and conditions, the evils of bureaucracy 
would be far greater. 

‘It is high time that we should put this Fed- 
eral power to the test.’ 

Since this was written, the Committees on 
Public Health and Public Welfare, sitting 
jointly, have voted against the acceptance of 
the Sheppard-Towner Act. 

The Spencer bill, providing for maternity 
benefits, also failed to secure support of the 
committee. This probably means that both 
bills relative to maternity and infant welfare 
will not be enacted in this session of the 
legislature. 


MEETING OF THE ASSOCIATION OF 
ASSISTANT PHYSICIANS OF MASSA- 
CHUSETTS DEPARTMENT OF MENTAL 
DISEASES. 


Tue fifty-third meeting of the Massachusetts 
Association of Assistant Physicians of the De- 
partment of Mental Diseases was held at the 
Psychopath‘e Hospital, Boston, Mass., on 
Mareh 1, 1922. Forty-nine members were in 
attendance. At the request of Dr. H. G. Rip- 
ley, wives of members—some twenty in num- 
ber—were present. After inspection tour 
through the institution, a buffet luncheon was 
served at 1 o’clock p.m. At 2 P.m., the meet- 
ing was called to order by the President, Dr. 
R. M. Chambers, and after a short business 
meeting, the program was presented by the 
Staff of the Psychopathic Hospital. Doctors 
H. G. Solomon and L. J. Thompson were in 
charge of the clinic. The first case demon- 
strated the technique of intraventricular punc- 
ture with drainage and introduction of Swift- 
Ellis serum. In Case 2, cistern puncture was 
made and the same procedure followed. Case 
3 showed intravenous injection of arsphena- 
mine by syringe method, followed by spinal 
drainage, continued until negative pressure 
was produced. Two greatly improved cases 
in general paralvs’s, one luetiec encephalitis 
and two eases of lethargic encephalitis, with 
Parkinsonian syndrome, were then presented. 
Meeting adjourned. 

N. A. Dayton, Sec. and Treas. 


DEPARTMENT OF PUBLIC HEALTH 
LABORATORY IN THE WESTERN 
PART OF THE STATE. 


CuHapTeErR 4 of the Resolves of 1921 contained 
a resolve for the investigation as to the neces- 
sity of establishing and or a labora- 
tory in the vicinity of Springfield. 


The purpose of this resolve was to ascertain 
the possibility of more prompt service in re- 
porting on specimens sent for diagnostic pur- 
poses. This work has been attended to by the 
Department of Public Health and the results 
appear in three conclusions, as follows: 

1. It appears that a great economic gain 
would be effected by the food and drug inspec- 
tional work. 

2. There would be in all probability an in- 
erease in the distribution and use of biologie 
products. 

3. No great saving in time would be effected 
by the use of a bacteriological laboratory in 
the western section of the State over the use of 
the present laboratory facilities of the Depart- 
ment. 

Inasmuch as the establishment of a labora- 
tory for bacteriological diagnoses of communi- 
cable disease was the primary object in seeking 
the establishment of a laboratory in the west- 
ern section of the State, we now recommend 
that this be not done at this time in view of 
the facts herein stated. 


DEATHS FROM LETHARGIC ENCEPHA- 
LITIS (‘‘SLEEPING SICKNESS’’). 


THe Department of Commerce, through the 
Bureau of the Census, has today (March 8, 
1922) issued a statement showing the number 
of deaths in 1920 from lethargic encephalitis, 
which is often called, in this country, ‘‘sleep- 
ing sickness,’’ although the true ‘‘sleeping 
sickness’’ is a very different disease, found, 
principally, in Africa. 

In 1920, in the death registration area of the 
United States, lethargic encephalitis was given 
as a cause of death on 1,505 death certificates, 
as against 589 in 1919, giving mortality rates, 
respectively, of 1.7 and 0.7 per 100,000 popu- 
lation. Deaths from this cause were reported 
for every state in the registration area, except 
Delaware; the largest number in any one state 
was 364, reported for New York State, and giv- 
ing a rate of 3.5 per 100,000 population. 

Cities are credited with 1.129 of the 1,505 
deaths, and rural sections with 376. with rates, 
respectively, of 2.6 and 0.8 per 100.000. 

The white ponulation. with 1.453 deaths from 
lethargic encephalitis, has a rate of 1.8 per 
100,000 population, while the colored popula- 
tion, with only 52 deaths. has a rate of 0.7. 
Males and females contribute about eaually to 
the total deaths from this cause, with 781 males 
and 724 females. 

More of these deaths anpear for persons aged 


20 to 29 than for any other age group, though | 


nearly as many are found for the age groups 
30 to 39, and 40 to 49; and no age group es- 
capes entirely. 
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NATIONAL LEGISLATION. 
COMPENSATION OF PHYSICIANS AND NURSES. 


THE Joint Congressional Committee which 
has been at work for several weeks drafting a 
bill to readjust the pay of officers in the Army, 
Navy, and Public Health Service, has agreed 
upon the terms of this legislation. 

The following table summarizes the provi- 
sion for base service pay of officers. In it we 
use the title of officers in the Public Health 
Service, with the corresponding army grade in 
parentheses : 


Assistant Surgeon General (Colonel) 
Over 26 years’ $4,000 
First appointment above captain........... 
Appointed under Sec. 24, Act June 4, 1920.. 4,000 


Less than 26 years’ service................ 3,500 
Senicr Surgeon (Lieutenant Colonel) 

Over 30 years’ $4,000 

Over 20 and less than 30 years............. 3,500 


First appointment above second lieutenant... 23.500 


Appointed under Sec. 24, Act June 4, 1920.. 3,500 

Less than 20 years’ service...........000005 3,000 
Surgeon (Major) 

Over 23 years’ service... $3,500 

Over 14 and less than 23 years’ service.... 8,000 


First appointment above second liettenant.. 3,000 
Appointed under Sec. 24, Act June 4, 1920.. 3,000 


Less than 14 years’ service................ 2,400 
Past Assistant Surgeon (Captain) 

Over 17 years’ service..........0ceeeeeeee $3,000 

Over 7 and less than 17 years’ service...... 2,400 

First appointment above second lieutenant... 2,400 

Present rank July 1, 1920, or earlier....... 2,400 

Less than 7 years’ service...............4. 2,000 
Assistant Surgeon (First Lieutenant) 

Over 10 years’ service... $2,400 

‘Over 3 and less than 10 years’ service...... 2,000 


First appointment above second lieutenant... 2,000 
Less than 3 years’ service...........-.000+5 1 


In addition to this base pay, there are also 
rental and ration allowances. These vary ac- 
cording to whether the officer has dependents. 
The sum for rental ranges from $480 a year 
for an assistant surgeon to $1440 a year for an 
assistant surgeon-general. The sum allowed 
for rations is $237.25 a year for one ration. 
The allowance for subsistence is based upon 
the cost of food in the calendar year 1922. 
If the cost of food in subsequent years should 
be reduced, the allowance for subsistence will 
be accordingly reduced. There is also an in- 
crease for length of service in the grade. Thus, 
a surgeon in the Public Health Service who 
has completed fourteen years of service and 
has dependents, would receive a base pay of 
$3000, rental allowance of $1200, and ration 
allowance of $711.75 (three rations allowed), a 
total of $4,911.75 a year. If he had twenty 
years of service he would get a base pay of 
$3,900, with the same allowances. 

’ The annual base pay of the Surgeon-General 
of the Public Health Service is expressly set 
at $6,500. 


Nurse Corps. The bill allows the following 
amounts for pay of nurses: During the first 
three years of service, $840; from the begin- 
ning of the fourth year of service un- 
til the completion of the sixth year of 
service, $1,080; from the beginning of 
the seventh year of service until the com- 
pletion of the ninth year of service, $1,380; 
from the beginning of the tenth year of service, 
$1,560. Superintendents of the Nurse Corps 
shall receive a money allowance at the rate of 
$2,500 a year; assistant superintendents, di- 
rectors, and assistant directors, at the rate of 
$1,500 a year, and chief nurses at the rate of 
$600 a year, in addition to their pay as nurses. 


000| Nurses are also given an allowance for sub- 


sistence, the same as Officers. 

This proposed legislation is reported to have 
met with approval by medical officers in the 
Army, Navy, and Public Service. 


THE TUBERCULOSIS FIGHT. . 


Tue fighting equipment against tuberculosis 
consists of more than 700 well-equipped sana- 
toria, thousands of enthusiastic workers, 1,200 
tuberculosis associations, over 600 tuberculosis 
clinics and a large number of traveling dis- 
pensaries and clinics, thousands of tuberculosis 
nurses, several thousand open-air schools and 
fresh-air classes, and a thoroughly aroused 
public opinion on the need for the control of 
the disease. 

The time will come when it will be a dis- 
grace for an American community to have a 
death rate from tuberculosis of over 10 per 


500 | 100,000 population. 


A HIGH DEATH RATE IN SCOTLAND. 


Durine the week ended January 21, 1922, 
379 deaths from influenza were registered in 
sixteen principal towns of Scotland. The popu- 
lation of these towns collectively is given as 
2,370,600. This gives an influenza death rate 
for the week, on an annual basis, of 8.33 per 
thousand population. 


Dr. WitLovcHBy, Medical Officer of Health 
for the Port of London, reports that the number 
of rats destroyed in warehouses from October 
23 to November 26, was 2,522. On vessels dur- 
ing voyages to the port, 1,055 rats were killed. 
and on vessels in dock, 2,024. Since February, 
1921, the total number of rats destroyed 
amounted to 1,209,169.—Medical Press and 
Circular. 
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Obituary. 
JOSEPH WARD BATTERSHALL, M.D. 


Dr. JoseEPpH Warp BATTERSHALL, a retired 
fellow of the Massachusetts Medical Society, 
and formerly in the British Emigration Ser- 
vice, died at his home in Attleboro, February 
23, 1922, at the age of 78. 

Dr. Battershall was born in Troy, N. Y., 
May 1, 1842, his father, Ludlow A. Battershall, 
a wholesale grocer, and his mother, Eustasia 
Ward, daughter of Joseph Ward. The son had 
his education in the schools of Troy, and his 
medical training at the College of Physicians 
and Surgeons, Columbia University, New York 
City, where he took his M.D. in 1874. He en- 
tered the Pacific Mail Service, spent the year 
1876 as sanitary inspector in New York, and 
in 1877 was appointed surgeon to the School- 
ship St. Mary. From 1878 to 1879, he was in 
the British Emigration Service, on vessels ply- 
ing between London and Sydney, Australia; 
he also made a voyage to China as ship’s sur- 
geon. Dr. Battershall settled in Yarmouthport, 
Mass., in 1879, joining the State Medical So- 
ciety in that year and moving to Attleboro in 
1881 to spend the rest of his life. He had 
served Attleboro as a member of the board of 
health, and had been in active practice up to 
a year and a half ago. 

In 1887, he married Mary H., daughter of 
Robert Wolfenden, a graduate of the Wom- 
an’s Medical College of Pennsylvania, in 1879. 
She survives him, as does a son, Dr. Jesse Wol- 
fenden Battershall, now school physician of 


Attleboro. Both mother and son are members| 


of the Massachusetts Medical Society. 


Correspondence. 


AN OSTEOPATHIC DIAGNOSIS. 


The following letter has been received by a person 
who consulted an osteopathic physician who lives in 
this vicinity: 

Dear Mrs. Blank: 
_ The examination of your blood by the Abrams test 
shows the following: 

Congenital syphilis—30 ohms. 

Streptococcus infection of the left antrum, left 
ethmoid, right antrum. right ethmoid, and slight in- 
volvement of the right sinus. 


Very slight gonorrheal reaction. 
Colisepsis. 


The osteopathic examination shows lesions (spinal 
vertebrae slightly deviated from their normal posi- 
tion) of the first cervical vertebra, a first, second 
and third dorsal vertebrae, third lumbar, fifth lum- 
bar, a slight convex curve on the left from the sev- 
= to the twelfth dorsal, a lesion of the left innomi- 
nate bone. 


These conditions are amenable to treatment by the 
Oscilloclast and osteopathic adjustment. 


The fee for this work is three hundred dollars 
dollars 


($300.00), the minimum two hu 
($200.00) payable in advance. 

Yours truly, 

—= 


BOSTON LYING-IN HOSPITAL STAFF. 


The staff of the hospital as appointed for the year 
1922 is as follows: 

Visiting Obstetrician, Franklin S. Newell; Assist- 
ant Visiting Obstetricians, James R. Torbert, R. L. 
DeNormandie, F. C. Irving, Foster S. Kellogg, J. B. 
Swift, Jr.; Out-Patient Obstetricians, D. L. Jackson, 
D. J. Bristol, Jr., T. R. Goethals; Assistant Obstetri- 
cians to Out-Patients, William B. Young, W. T 8. 
Thorndike, John Rock; Visiting Pediatrist, Oscar M. 
Schloss; Assistant Visiting Pediatrists, Richard 8. 
Eustis, Warren R. Sisson; Pathologist, S. Burt Wol- 
bach. 


MASSACHUSETTS DEPARTMENT OF 
PUBLIC HEALTH 


Reporte WEEK ENvING MARCH 4, 1922. 


Disease Causes Disease Cuses 
Chicken-pox ....... 114 Pneumonia, lobar... 310 
Diphtheria ........ 192 Scarlet fever....... 215 
Dog-bite .........-- 4 Septic sore throat.. 4 
Encephalitis lethar- 42 

Epidemic cerebro- 

spinal meningitis. 1 Trachoma 5 
German measles.... 5 Tube culosia, pul- 
Gonorrhea ......... 82 sane 8, 100 
Influenza .......... 904 
Measles ........... 337 Tuberculosis, otier 
Mumps ............ 96 forms 
Ophthalmia neona- Typhoid fever. eevee 

a 15 Whooping Cough.... 90 


THE COMPOSITION OF THE NATIONAL 
HEALTH COUNCIL. 


MEMBERS, OFFICERS AND STAFF. 


Direct MemsBers. American Public Health Associa- 
tion, American Red Cross, American Social Hygiene 
Association, American Society for the Control of Can- 
cer, Conference of State and Provincial Health 
Authorities of North America, Council on Health and 
Public Instruction of the American Medical Associa- 
tion, National Child Health Council, National Com- 
mittee for Mental Hygiene, National Organization for 
Public Health Nursing, National Tuberculosis Asso- 
ciation. 

CONFERENCE MEMBER. United States Public Health 
Service. 

CO6PERATING THROUGH THE NATIONAL CHILD Heattu 
Counct. American Child Hygiene Association, Child 
Health Organization of America, National Child 
Labor Committee. 

Orrticers. Livingston Farrand, M.D., Chairman; 
Lee K. Frankel, Vice-Chairman; S. J. Crumbine, M.D., 

rding Secretary; Wm. F. Snow, M.D., Treasurer. 

Srarr. D. B. Armstrong, M.D., Executive Ofticer : 
James A. Tobey, Washington Representative; Law- 
rence Marcus, Executive Assistant; Helen B. Eveline, 
Secretary and Assistant. 

National headquarters, 411 Eighteenth street, N.W., 
Washington, D. C. | 

New York office, with the Common Service Com- 
mittee, 370 Seventh avenue. 
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INSTITUTE FOR NURSES. 


In making the final arrangements for the Institute 
for Nurses of the Boston Tuberculosis Association, 
the date has been set for Tuesday, March 28, with 
morning and afternoon sessions at the Boston Medi- 
eal Library. Dr. Hermann Biggs, State Health 
Commissioner of New York, will speak, the list pre- 
senting papers including Miss Mary E. Marshall of 
New York City, Secretary of the Nursing Division, 
National Tuberculosis Association; Miss Mary E. 

mb of Providence, Supervisor of Tuberculosis 
Work, Providence District Nursing Association; 
Miss Margaret G. Weir of Beverly, Executive Secre- 
tary of the Public Health Dispensary Commission; 
Dr. Sumner Remick, Director of the Division of 
Tuberculosis, Massachusetts Department of Public 
Health, and Dr. John B. Hawes, 2d, President of the 
ere Tuberculosis Association. All nurses are 

vited. 


BOOKS FOR REVIEW. 


THE JoURNAL acknowledges the receipt of the fol- 
lowing books for review: 

What Is Social Case Work?—By Mary E. Rich- 
mond. Published by Russell Sage Foundation. 268 
Pages. Price $1. 

Therapeutics—Preventive Medicine—Practical Med- 
ical Series, 1921.—By Bernard Fantus and William 
A. Evans. Published by The Year Book Publishers. 
Chicago. 386 Pages. Price $1.75. 

Abdominal Pain.—By Norbert Ortner. Published 
by Rebman Company, New York. 362 Pages. 

Protein Therapy and Non-Specific Resistance.—By 
William F. Petersen. Published by The Macmillan 
Company, New York. 314 Pages. Price $4 50. 

A Laboratory Manual for Comparative Vertebrate 
Anatomy.—By L. H. Hyman. Published by The 
University of Chicago Press. 380 Pages. Price $2.50. 

The Mechanics of the Digestive Tract.—By Wal- 
ter ©. Alverez. Published by Paul B. Hoeber, New 
York, N. Y. 192 Pages. Price $3.50. 

The Spleen and Some of Its Diseases.—Ry Sir 
Berkeley Moynihan. Published by W. B. Saunders 
Company, Philadelphia, Pa. 129 Pages. 

Infant Feeding (4th Edition).—By Clifford G. 
Grulee. Published by W. B. Saunders Company. 
397 Pages. Price $4.50. 

Psychoanalysis: Its Theories and Practical Appli- 
cation—By A. A. Brill. Published by W. B. Saun- 
ders Company, Philadelphia. 46S Pages. Price $5.00. 

Clinical Electrocardiography.— By Frederick A. 
Willius. Published by W. B. Saunders Company, 
Philadelphia. 188 Pages. Price $5.00. 

Diseases of the Skin (9th Edition).—By Henry W. 
Stelwagon and Henry K. Gaskill. Published by 
W. B. Saunders Company, Philadelphia. 1313 Pages. 
Price $10.00. 

Lehrbuch der Grenzgebiete der Medizin und 
Zahnheilkunde.—By. Dr. Julius Misch. Volumes I 
one II. Published by F. C. W. Vogel, Leipzig. 672 

ages. 

Foods of the Foreign-Born in Relation to Health. 
—By Bertha M. Wood. Published by Whitcomb & 
Barrows. 98 Pages. Price $1.25. 

An Essay on the Physiology of the Mind.—By 
Francis X. Dercum. Published by W. B. Saunders 
Company. 150 Pages. Price $1.75. 

The Habit of Health—By Oliver Huckel. Pub- 
lished by Thomas Y. Crowell Company, New York. 
N. Y. 128 Pages. Price $1.00. 

The Intestinal Protozoa of Man.—By Dobell and 
O'Connor. Published by William Wood & Co., New 


York, N. Y. 211° Pages. Price $4.50. 


NOTICES. 


A meeting has been arranged by the Boston Associ- 
ation of Cardiac Clinics to be held at the Boston 
City Hospital, Thursday, March 16, 1922, at 8:15 
p.m. Dr. W. Irving Clark, of Worcester, will speak 
on Heart Disease in Industry. Dr. Harold H. Brit- 
tingham, of Boston, will speak on Exercise Tests and 
Vital Capacity. The meeting is open to all interested 
in the problems of heart disease. 


Tue Boston OrtHopepic Cius.—There will be a 
meeting of the Boston Orthopedic Club, on Monday, 
March 20th, at 8.15 o’clock, at the Harvard Club. 
Program: “An Outline of the Metabolism and Treat- 
ment of Arthritis from the -Practical Standpoint,” 
Dr. Ralph Pemberton, Philadelphia. The discussion 
will be opened by Dr. Roger I. Lee, Dr. George R. 
Minot, Dr. Robert W. Lovett, and Dr. Joel E. Gold- 
thwait. A large attendance is requested. Frank R. 
Ober, Secretary. 


Boston MeEpicaL History Cius.—There will be a 
meeting at the Boston Medical Library, Friday, March 
17, at 8.15 p. m. Papers: Mr. Alfred Ela, “Protracted 
Pregnancies”; Dr. Frederic T. Lewis. Anatomical 
Notes, (1)Some Pregnancies not Protracted (Pinus), 
(2) The Galenic Description of the Structure of 
Blood-vessels, (3) The Significance of the term Hip- 
pocampus (Arantius). At the annual meeting the 
following officers were elected: Dr. John W. Farlow, 
President; Dr. Malcolm Storer, Vice-President; Dr. 
John W. Cummin, Secretary-Treasurer; Mr. James F. 
Ballard, Curator. 


THE BosTON TUBERCULOSIS ASSOCIATION is planning 
an Institute for Nurses on the same plan as the 
recent one by this Association, for Physicians. It 
is intended to give to the nurses the latest facts 
with reference to the care of patients with tubercu- 
losis, and speakers from outside the State will sup- 
plement home talent. The Institute will be in the 
hands of a committee including Miss Zepha M. Gard- 
ner, Superintendent of Nurses, Boston Consumptives’ 
Hospital, Out-Patient Department; Professor Anne 
Strong of Simmons College, and Miss Bernice W. Bill- 
ings, Executive Secretary of the Association. A loca- 
tion central in Boston will be selected for the Insti- 
tute, the date will be Tuesday, March 21, subject to 
possible change, and the sessions will be in order 
both morning and afternoon. 7-3t 


CHILDREN’s Hospirat—Clinical Meetings of the 
Staff of the Boston Children’s Hospital will be held 


in the amphitheatre once a month from November 
to May inclusive. The meetings will be held on 
Friday afternoons at 4.30 P.M. All members of 
the profession are cordially invited to be present. 
‘The dates of the meetings are November 4th, De- 
cember 9th, January 13th, February 10th, March 
10th, April 14th. and May 12th. 


IMPORTANT NOTICB. 


Announcement of meetings to be held on and after 
next Thursday should reach the desk of the Editor 
of the JourNnaL not later than next Saturday before 
noon. The printers do not work Saturday afternoon 
and the material is locked up in the forms on Mon- 
day, and goes to press Tuesday morning The wrap- 


ping and mailing begins Wednesday. Please forward 
copy early. 
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